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TRANSACTIONS   OF  THE  NINETEENTH  ANNUAL 

MEETING   OF   THE   AMERICAN   LARYN- 

GOLOGICAL  ASSOCIATION, 

held  in  the  city  of  washington,  d.  c, 
May  4,  5,  and   6,   1897. 


THE   PRESIDENT'S  ADDRESS. 
By   CHARLES   II.   KNIGHT,   M.  D. 

In  accordance  with  custom,  it  becomes  my  agreeable 
duty  to  extend  a  cordial  greeting  to  you  all,  and  espe- 
cially to  our  guests,  both  from  this  country  and  from 
abroad,  who  honor  us  by  their  presence.  I  trust  that 
this  occasion  may  be  rendered  memorable,  not  only  by 
the  warmth  of  our  welcome,  but  by  the  zeal  and  earnest- 
ness of  our  scientific  labors. 

As  your  presiding  officer,  it  is  my  privilege  to  occu- 
py a  few  moments  in  reviewing  the  affairs  of  the  asso- 
ciation, and  in  referring  to  various  matters  of  possible 
interest  or  importance.  I  wish  to  take  advantage  of  my 
position  to  say  a  word  or  two  upon  a  subject  which  has 
been  recently  forced  upon  my  attention  by  several  cir- 
cumstances. When  we  become  absorbed  in  professional 
work,  especially  in  clinics,  and  are  thrown  into  famiUar 
contact  with  infectious  disease,  we  are  apt  to  become 
careless  as  to  certain  safeguards  which  involve  both 
ourselves  and  others.  A  series  of  cases  has  impressed 
upon  my  mind  with  startling  reality  the  lamentable  con- 
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sequences  of  neglect  of  those  precautions  as  to  instru- 
ments and  manipulations  which  we  are  all  supposed  to 
observe.  In  view  of  the  possibilities  of  infection  thus 
acquired  and  perhaps  for  a  long  time  unrecognized,  it  has 
seemed  to  me  worth  while  to  call  your  attention  to 
the  subject.  In  our  special  work  there  is  particular  liabil- 
ity to  mishaps  of  this  kind,  since  specific  lesions  of  the 
mouth  and  fauces  are  extremely  common,  and  are  among 
the  most  contagious  of  morbid  phenomena.  It  is  unne- 
cessary to  detain  you  by  going  into  details  as  to  meth- 
ods, well  known  to  all  of  you,  by  which  such  accidents 
may  be  avoided. 

Closely  allied  to  this  subject  is  that  of  septic  in- 
fection in  general.  In  the  growth  of  our  specialty  sur- 
gical procedures  in  the  upper  air-passages  have  assumed 
important  proportions.  Absolute  asepsis  in  the  wounds 
we  are  in  the  habit  of  inflicting  may  be  impossible 
and,  in  view  of  the  satisfactory  drainage  usually  insured, 
unnecessary.  In  this  connection  it  is  a  pleasure  to  refer 
to  another  circumstance  which  has  doubtless  already  at- 
tracted your  notice,  as  a  revelation  of  what  may  be  ac- 
complished by  earnest,  intelligent  study  of  scientific  prob- 
lems. At  the  last  meeting  of  the  British  Association 
for  the  Advancement  of  Science  the  story  of  the  birth 
of  antiseptieism  was  told  in  an  unassuming  way  by  that 
distinguished  surgeon  who  more  than  any  one  now  liv- 
ing has  contributed  to  the  advance  of  surgical  science. 
We  shall  begin  to  appreciate  the  importance  of  that 
epoch  which  he  describes  when  we  hear  that  in  a  sin- 
gle day  hospital  gangrene  was  banished  from  the  All- 
gemeines  Krankenhaus,  of  Munich,  by  the  adoption  of 
Professor  Lister's  principles.  We  are  told  that  pyaemia 
and  erysipelas  also  soon  disappeared,  and  that  the  trans- 
formation in  his  own  wards  in  the  Glasgow  Eoyal  In- 
firmary was  almost  equally  marvelous.  In  reading 
Lister's  masterful  address,  one  sentence  in  particular 
caught  my  eye.  He  has  been  reviewing  the  question  of 
putrefaction  in  wounds,  and  to  illustrate  the  desperate 
state  of  affairs  at  the  time  he  began  his  researches,  he 
mentions  that  Syme,  to  whom  he  refers  as  "  the  safest 


The  President'' s  Address.  3 

surgeon  of  his  time,"  was  inclined  to  believe  that  am- 
putation, rather  than  any  attempt  to  save  the  limb,  was 
the  proper  course  to  pursue  in  all  compound  fractures 
of  the  leg.  In  his  search  for  some  way  of  preventing 
putrefaction,  he  remarks:  "  I  had  done  my  best  to  miti- 
gate it  by  scrupulous  ordinary  cleanhness  and  the  use 
of  various  deodorants."  No  positive  results  were  ob- 
tained until  he  began  the  use  of  carbolic  acid,  to  which 
he  still  adheres  as  the  safest  and  most  effective  anti- 
septic. 

Whether  we  accept  with  Lister  the  germ  theory  of 
disease  and  the  principles  of  antisepticism,or  discard  with 
derision  every  antiseptic  detail;  whether  we  pin  our  faith 
to  germicidal  agents  known  to  be  fatal  to  bacterial  organ- 
isms, or  endeavor  to  combat  "  certain  specific  poisons  of 
unknown  nature  "  in  accordance  with  rules  of  simple 
cleanliness,  it  is  obvious  that  there  are  degrees  of  clean- 
liness, and  that  the  more  rigid  our  observance  of  care- 
ful methods  of  practice,  the  greater  will  be  the  reduc- 
tion in  the  chances  of  infection  from  whatever  source. 
It  may  be  difficult,  and  perhaps  unnecessary,  to  shut 
out  every  septic  germ  from  the  upper  air-passages,  but 
we  may  readily  exclude  the  commoner  and  coarser  forms 
of  wound  infection. 

In  looking  over  the  eighteen  volumes  containing  the 
record  of  our  labors,  we  shall  find  cause  to  congratulate 
ourselves  upon  the  spirit  of  wise  conservatism  which  has 
characterized  our  work.  We  may  flatter  ourselves  that 
we  have  not  been  carried  away  by  fads  of  the  moment. 
In  the  wild  haste  to  gain  fame  and  fortune  from  a  new 
idea,  the  temptation  is  strong  to  present  crude  and  un- 
tried theories  as  established  facts.  The  premature  an- 
nouncement of  new  cures  for  tuberculosis,  which  experi- 
ence has  proved  to  be  inert  or  injurious,  has  taught  us 
a  healthy  skepticism.  It  is  well,  however,  to  cultivate 
a  judicial  temper  of  mind  and  not  reject  everything 
new,  because  of  its  novelty,  without  thorough  trial.  Sta- 
tistics are,  no  doubt,  misleading;  but  every  allowance 
being  made  for  variation  in  severity  of  epidemics  and  for 
other  modifying  conditions,  there  is  reason  to  hope  that 
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in  diphtheria  antitoxine  we  have  an  agent  capable  of,  at 
least,  restraining  the  ravages  of  that  terrible  scourge. 
The  spirit  in  which  the  question  is  still  being  investi- 
gated, especially  by  the  American  Psediatric  Society,  can 
not  be  too  highly  commended. 

With  the  marvelous  growth  of  specialism  in  medicine 
laryngology  has  more  than  held  its  own.  Nevertheless, 
we  not  infrequently  hear  the  question  asked.  After  all, 
what  has  the  laryngoscope  accomplished,  especially  with 
relation  to  the  development  of  the  singing  voice?  I  fear 
that  we  shall  be  compelled  to  admit  that  it  has  done  little 
or  nothing  more  than  corroborate  theories  and  knowl- 
edge acquired  in  other  ways.  Vocalization  is  a  very  com- 
plicated process.  On  the  one  hand,  we  know  that  a  nor- 
mal larynx  is  essential  to  a  perfect  voice;  on  the  other 
hand,  we  know  that  one  may  learn  to  speak  intelHgibly 
without  a  larynx,  by  means  of  the  aid  provided  by  the 
accessory  organs.  These  accessory  structures — the  lips, 
the  teeth,  the  tongue,  the  palate,  the  pharyngeal  wall, 
the  nasal  chambers,  and  the  bones  of  the  skull — all  con- 
tribute their  part  to  vocal  function.  An  imperfection, 
a  deviation  from  normal  conformation  or  proportions  in 
any  one  of  these,  must  inevitably  modify  the  quality 
of  the  voice  to  a  degree  more  or  less  perceptible.  While 
we  are  by  no  means  agreed  as  to  all  the  elements  con- 
cerned in  the  correct  production  of  the  singing  voice,  it 
may  be  said  that  nearly  all  the  information  given  by 
the  laryngoscope  as  to  the  movements  and  position  of 
the  vocal  bands  during  tone  formation  had  been  already 
furnished  by  dissection  of  the  larynx.  We  knew  before- 
hand, from  the  attachment  of  the  intrinsic  muscles  of  the 
larynx,  what  must  be  the  action  of  individual  fibres  in  ac- 
cordance with  well-known  mechanical  laws.  The  laryn- 
goscope does  not  tell  us  why,  of  two  individuals,  with 
apparently  identical  vocal  apparatus,  one  is  a  great  vocal- 
ist and  the  other  can  not  sing  a  note.  Nor  does  it  tell 
us  why  a  singer  with  a  voice  of  fine  quality  and  perfect 
intonation,  and  used  in  accordance  with  a  so-called  good 
method,  fails  to  thrill  us.  In  other  words,  no  scientific 
theory  and  no  instruments  of  precision  will  discover 


The  Presidenfa  Address.  5 

that  musical  instinct,  that  artistic  temperament,  which 
inspires  the  voice  of  every  great  singer.  No  more  trying 
ordeal  confronts  the  medical  practitioner  than  the  at- 
tempt to  manage  the  case  of  a  youthful  aspirant  for 
lyric  honors  to  whom  Nature  has  denied  those  gifts  es- 
sential to  success.  On  the  other  hand,  he  experiences 
no  more  intense  satisfaction  than  in  proving  his  ability 
to  restore  a  lost  voice  or  in  giving  such  advice  as  will 
assist  in  its  recovery.  Here,  then,  is  tlie  cliosen  and  suc- 
cessful field  of  our  art.  An  individual  comes  to  the 
physician  with  hoarse,  husky,  or  whispering  voice.  No 
one  can  deny  the  importance  and  feasibility  of  deter- 
mining with  accuracy,  in  most  cases,  the  site  of  the  diffi- 
culty— whether  it  be  a  fault  of  innervation,  a  defect  of 
muscular  action,  a  neoplasm  or  overgrowth  of  tissue,  or 
a  simple  inflammatory  condition.  In  the  detection  and 
relief  of  disease,  and  in  thus  protecting  and  preserving 
the  singing  voice,  the  laryngoscope  will  continue  to  be  of 
inestimable  value. 

We  are  compelled  with  regret  to  chronicle  the  oc- 
currence of  two  breaks  in  our  ranks  since  we  last  met — 
one  owing  to  the  resignation  of  Dr.  Clinton  Wagner,  of 
New  York,  and  the  other  to  the  death  of  Dr.  Charles 
M.  Shields,  of  Richmond,  Virginia.  Dr.  Wagner  was 
one  of  the  original  members  of  the  association  and  has 
added  not  a  little  to  the  fame  of  our  organization. 

In  the  death  of  Dr.  Shields  we  have  lost  a  most  genial 
and  accomplished  gentleman.  During  the  few  years  he 
had  been  with  us  his  industry,  his  exceptional  mental 
endowments,  and  his  attractive  personality  had  fully 
vindicated  his  title  to  membership.  He  joined  the  asso- 
ciation in  1893,  and  had  been  an  active  and  efficient  fel- 
low. The  announcement  of  his  death  will  be  heard  with 
sincere  sorrow. 

A  suggestion  or  two  as  to  our  management  may  be 
permitted.  In  the  first  place,  let  me  ask  you  to  consider 
the  propriety  of  increasing  our  annual  dues.  You  are 
made  painfully  aware  about  every  three  years  of  a  de- 
ficiency in  our  revenues  by  a  call  from  our  worthy  secre- 
tary for  an  extra  assessment.    It  seems  to  me  and  to  some 
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other  members  of  the  council  that  a  shght  addition  to  our 
income  would  be  desirable,  not  only  to  forestall  our  tri- 
ennial exigency,  but  to  provide  us  with  a  fund  for  other 
purposes.  For  example,  it  would  be  eminently  proper 
for  this  association,  as  a  body,  to  be  represented  on  the 
subscription  lists  of  memorials  to  distinguished  members 
of  our  profession  who  have  passed  away.  Individually 
our  response  to  such  calls  is  always  liberal,  but  as  an 
organization  it  seems  to  me  we  should  recognize  move- 
ments of  this  character. 

Another  purpose  to  which  a  part  of  a  surplus  fund 
might  be  devoted  is  the  collection  and  preservation  of  in- 
struments devised  by  members  of  the  association.  At 
our  meeting  in  1894  a  committee  was  appointed  to  con- 
sider this  matter.  The  plan  they  suggested  of  necessity 
involves  more  or  less  outlay.  If  suitably  provided  for, 
such  a  collection  would  be  of  interest  and  value. 

Still  another  project  has  long  been  in  my  mind,  but 
may  seem  to  you  impracticable  and  Utopian — namely, 
the  establishment  by  this  association  of  a  bulletin,  or  peri- 
odical, which  should  be  not  only  the  official  organ  of  this 
society,  but  the  mouthpiece  of  all  American  laryngolo- 
gists.  In  view  of  the  long  list  of  names  of  those  more  or 
less  identified  with  our  specialty  in  this  country  and  of 
the  voluminous  literature  relating  to  diseases  of  the 
throat  and  nose,  it  seems  not  unreasonable  to  expect  that 
such  a  publication  would  receive  adequate  support.  The 
realization  of  this  hope  may  not  be  impossible,  and  I 
venture  to  commend  the  idea  to  your  serious  consid- 
eration. 

No  reference  to  the  events  of  the  year  which  has 
elapsed  since  our  last  meeting  would  be  complete  which 
failed  to  mention  the  continued  interest  manifested  in 
the  new  world  opened  to  us  by  the  Eontgen  ray.  "We 
may  take  pride  in  the  fact  that  one  of  our  correspond- 
ing fellows,  Dr.  John  Macintyre,  of  Glasgow,  has  been 
especially  active  and  successful  in  experimenting  with 
this  wonderful  discovery.  It  remains  to  be  seen  whether 
it  will  be  of  any  practical  value  to  us  in  our  special  line 
of  work.    In  locating  foreign  bodies  and  in  determining 
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the  dimensions  of  tumors  and  the  extent  of  infiltration 
in  mahgnant  disease,  it  may  prove  to  he  of  service. 

At  the  meeting  of  our  association  a  year  ago  a  com- 
mittee was  appointed  to  draft  a  memorial  to  Congress 
protesting  against  the  adoption  of  a  hill  to  restrict  vivi- 
section.    In  our  business  meeting  to-morrow  we  shall 
hear  more  in  detail  of  this  matter.     Let  me  remind 
you,  however,  that  it  becomes  us  to  approach  this  sub- 
ject with  caution,  and  at  the  same  time  with  candor. 
Such  apparent  brutalities  are  said  to  have  been  com- 
mitted in  the  name  of  science  that  we  can  hardly  wonder 
at  the  earnestness  of  those  who  oppose  vivisection.     On 
the  other  hand,  the  extravagant  and  intemperate  lan- 
guage of  some  fanatical  antivivisectionists  is  most  exas- 
perating.   If  scientists  may  be  justly  charged  with  mis- 
representation, surely  the  arguments  of  their  opponents 
have,  in  many  cases,  descended  to  vituperation.    While 
the  question  would  seem  not  to  concern  us  very  closely 
as  specialists,  yet  we  find  that  one  of  our  fellows,  whose 
memory  we  cherish,  was  a  particular  object  of  attack  by 
certain  champions  of  the  dumb  animals.    You  have  not 
forgotten  the  warm  discussion  which  took  place  at  our 
meeting  in  New  York, in  1887, when  our  lamented  friend. 
Hooper,  read  his  paper  on  the  Anatomy  and  Physiology 
of  the  Recurrent  Laryngeal  Nerves.     With  the  excep- 
tion of  that  paper  and  others  by  him,  and  of  contribu- 
tions in  a  similar  line  by  Donaldson,  the  record  of  our 
work  in  our  published  Transactions    contains  little  or 
nothing  which  may  be  fairly  regarded  as  the  product 
of  that  barbaric  ferocity  which  is  supposed  to  character- 
ize   the    bloodthirsty    frequenters    of    the    physiological 
laboratory.    Yet  the  subject  is  one  of  vital  interest  to  all 
scientific  physicians.    Who  shall  say  that  vivisection  has 
accomplished  nothing,  has  bestowed  no  boon  upon  hu- 
manity in  view  of  the  achievements  of  Harvey  and  of 
Magendie,  of  Claude  Bernard,  of  Pasteur,  and  of  our 
own  investigators?    The  jubilee  of  anaesthesia  might  not 
have  been  celebrated  last  year  had  sympathy  for  the 
lower  animals  prevailed.    Without  preliminary  tests  even 
Morton,  with  all  his  courage,  would  hardly  have  dared 
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to  apply  his  beneficent  discovery  to  human  beings.  Thus 
the  race  might  have  been  long  deprived  of  that  blessed 
immunity  from  pain  which  it  has  enjoyed  for  the  last 
fifty  years.  The  lives  and  the  sufferings  of  thousands  of 
such  animals  as  are  used  in  experimentation  are  not  to 
be  considered  if  a  single  fact  which  may  improve  the 
health  and  increase  the  happiness  of  mankind  may  be 
established.  More  than  that,  we  claim  that  vivisection 
is  justifiable  and  should  be  permitted  as  a  means  of 
impressing  certain  important  phenomena  upon  the  minds 
of  students  in  our  schools,  not  indiscriminately  to  a  gen- 
eral medical  class,  but  to  the  more  advanced  and  special 
students  in  pathology  and  biology.  As  a  stimulus  to  in- 
terest, as  an  incentive  to  study,  and  as  a  means  of  perfect- 
ing technical  skill,  vivisection  is  a  valuable  educational 
resource.  No  reasonable  man  can  object  to  restrictions 
which  look  to  the  prevention  of  wanton  cruelty,  but  those 
contemplated  by  the  bill  and  urged  by  ill-informed  agi- 
tators of  the  question  would  practically  prohibit  ani- 
mal experimentation  in  the  District  of  Columbia.  The 
adoption  of  the  proposed  measure  would  be  merely  a 
step  to  the  introduction  of  similar  bills  elsewhere,  with 
the  result  of  eventually  closing  all  our  schools  for  bio- 
logical research.  Erelong  we  should  reach  the  condi- 
tion of  our  English  cousin,  a  celebrated  surgeon,  who, 
bemoaning  the  difficulties  of  vivisection  under  the  strin- 
gent law  of  Great  Britain,  remarked  that  he  had  filled 
many  graveyards  with  human  beings  in  learning  intes- 
tinal surgery.  Probably  our  friends  are  not  aware  that 
they  are  offering  themselves  as  substitutes  upon  the  sac- 
rificial altar  of  science.  What  shall  we  say  of  the  sickly 
sentimentalism  which  evokes  spasms  of  maudlin  sympathy 
over  the  death  of  a  worthless  dog  and  sits  with  folded 
hands  before  the  horrors  of  the  unspeakable  Turk,  or 
denies  to  suffering  humanity  hope  of  exemption  from 
disease,  the  study  of  which  may  be  most  readily  conducted 
upon  the  lower  animals?  A  distinguished  Philadelphia 
physician  is  being  extensively  quoted  as  representing 
the  more  enlightened  sentiment  of  the  profession.  One 
of  his  points  which  our  "  humane  "  friends  have  taken 
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up  with  great  alacrity  refers  to  the  ingenious  con- 
trivances for  confining  animals  in  position  for  vivisec- 
tion. The  necessity  for  such  apparatus  is  thought  to  in- 
dicate that  the  anaesthesia  employed  "  is  frequently  nom- 
inal rather  than  real/'  whereas  the  immobility  of  human 
beings  in  surgical  operations  is  secured  by  profound  an- 
aesthesia. I  should  hesitate  to  invite  this  tender-hearted 
gentleman  to  witness  one  of  my  own  operations  for  ade- 
noids, in  which  the  reflex,  unconscious  struggling  of  the 
patient  under  partial  anaesthesia  and  while  the  operation 
is  in  progress  would  surely  appall  the  souls  of  our  gen- 
tle critics.  The  childlike  reasoning  which  jumps  at  the 
conclusion  that  every  movement  of  an  animal  or  of  a 
human  subject  under  anaesthesia  is  an  index  of  pain,  is 
quite  in  keeping  with  most  of  the  arguments  against 
vivisection,  anc)  only  merits  attention  because  persistent 
repetition  of  even  the  most  baseless  of  statements  finally 
gives  it  a  certain  authority.  It  is  to  be  hoped  that  the 
good  sense  of  our  lawmakers  will  enable  them  to  relieve 
the  question  of  the  plausible  sophistries  and  silly  calum- 
nies associated  with  it  by  ignorance  and  prejudice.  Let 
it  be  our  duty  to  show  the  world  that  we  are  not  actu- 
ated by  motives  of  frivolous  curiosity.  Let  us  endeavor 
to  disabuse  the  public  mind  of  the  notion  that  we  are 
a  cruel  and  heartless  band  of  inquisitors.  Let  us  demon- 
strate the  fact  that  many  of  the  advances  in  surgery 
and  therapeutics  hitherto  made  have  had  their  origin 
and  confirmation  in  experiments  upon  the  lower  animals, 
and  that  one  of  our  great  hopes  for  future  progress  in 
those  departments  rests  upon  further  intelligent  and 
unhampered  exploration. 

In  conclusion,  let  me  again  express  my  keen  apprecia- 
tion of  the  honor  you  have  done  me  in  choosing  me  to 
preside  over  your  deliberations.  May  I,  without  im- 
propriety, express  the  hope  that  no  shortcomings  of 
mine  may  by  contrast  add  brilliancy  to  the  oti&cial  career 
of  my  illustrious  predecessors?  To  that  end  permit  me 
to  crave  your  forbearance.  It  now  gives  me  pleasure 
to  invite  your  attention  to  the  programme  which  has 
been  prepared  for  your  consideration,  and  to  declare  the 
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Nineteenth  Annual  Congress  of  the  American  Laryngo- 
logical Association  open  for  business. 


Paper. 

GUAIACOL    AS  A    LOCAL   ANESTHETIC    IN   MINOR    OPERA 
TIONS   ON   THE    NOSE   AND   THROAT. 

By  JAMES    E.   XEWCOMB,   M.  D. 

The  old  advice  "  to  let  well  enough  alone  "  is  as 
applicable  in  medicine  as  elsewhere.  Considering  the 
ease  and  comparative  lack  of  disagreeable  by-effects  with 
which  local  anaesthesia  for  minor  operations  on  the  nose 
and  throat  is  obtained  with  cocaine,  the  query  naturally 
arises.  Why  seek  further?  In  reply  it  may  be  said  that 
cocaine  is  not  always  devoid  of  very  unpleasant  and  even 
alarming  after-effects,  and  it  is  always  assuring  to  have 
more  than  one  string  to  one's  bow. 

Several  substitutes  have  been  suggested  for  cocaine. 
Perhaps  the  most  prominent  rivals  have  been  eucaine 
and  tropococaine.  The  former  has  the  advantage  of 
not  spoihng  when  kept  and  of  not  being  decomposed  by 
heat.  It  is  said  to  dilate  rather  than  contract  the  blood- 
vessels. I  have  had  no  personal  experience  with  either 
of  them,  and  they  do  not  seem  to  have  come  into  any  ex- 
tended use. 

In  1895  Lucas-Championniere  brought  up  before 
the  Academy  of  Paris  *  the  question  of  the  possibility 
of  using  guaiacol  for  local  anaesthesia.  The  matter  had 
been  suggested  to  him  by  Andre,  a  Parisian  chemist. 

First,  a  word  about  guaiacol  itself.  It  is,  as  you 
know,  the  active  principle  of  creosote.  The  latter  itself 
is  not  a  definite  product,  but  a  mixture  containing,  along 
with  guaiacol,  toxic  cresols  and  toxic  derivatives  of  p)TO- 
gallol.  Liquid  guaiacol  is  never  quite  pure,  as  it  con- 
tains only  seventy-five  per  cent,  of  the  pure  substance. 
Chemically  pure  guaiacol  is  a  pharmaceutical  possibihty, 
but,  Like  all  the  phenols,  it  is  too  irritating  to  be  used 

*  Bull,  lie  VAcad.  de  med.  de  Paris,  July  30,  1895. 
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except  in  very  small  doses.    Moreover,  it  has  an  offensive 
odor  and  a  burning,  bitter  taste. 

ilayniond  -  and  others  have  suggested  its  employ- 
ment by  friction  in  cases  of  acute  tonsillitis;  so  also 

Scroda.f  . 

Lucas-Championniere  advised  its  employment  by  in- 
corporation into  ointments  and  its  subcutaneous  injection 
for  local  anaesthesia  in  various  minor  surgical  conditions. 
He  found  its  employment  without  danger,  and  offering 
as  complete  anaesthesia  as  did  cocaine.  At  first  it  was 
dissolved  in  oil  of  bitter  almonds.  The  amount  employed 
for  injection  was  five  centigrammes  of  a  five-per-cent. 
solution.  In  tooth  extraction  painful  sensation  disap- 
peared, while  tactile  remained.  At  first,  some  eschars 
appeared  on  the  tongue,  but  these  were  referred  to  a 
bad  method  of  injection  and  an  initial  defective  solu- 
tion. Ansesthesia  was  fair  in  five  minutes  after  injec- 
tion and  complete  in  seven  or  eight. 

In  the  discussion  following  the  paper  above  alluded 
to  Magitot  suggested  that  the  remedy  was  hypothermic, 
antipyTetic,  aua?sthetic,  and  analgetic.  Laborde  declared 
that  it  possessed  an  intense  vaso-constrictor  action,  to 
which  the  sloughs  could  be  assigned.  Ferrand  found 
hypothermia,  lypothymia,  and  even  incipient  collapse 
follow  its  use,  but  no  alarming  accident. 

Its  first  definite  application  in  the  special  field  of 
laryngology  was  made  by  Laurens.t  This  writer  found 
it  necessary  to  purify  the  oil  before  the  introduction  of  the 
guaiacol.  This  special  mode  of  purification  is  hereinafter 
referred  to.  In  aural  practice  he  advises  the  preliminary 
cleansing  of  the  ear  with  some  warm  alkaline  fluid,  then 
with  an  antiseptic,  and  finally  the  instillation  of  five 
or  six  drops  of  the  warmed  guaiacol  solution.  This 
is  left  in  for  some  fifteen  to  twenty  minutes  and  then  with- 
drawn with  hydrophile  gauze.  Under  these  circumstances 
he  was  able  to  perform  paracentesis  of  the  drum.  It  is 
worthy  that  the  remedy  succeeded  here  in  a  field  where 

*  Medical  Record,  March  24,  1894. 

\  La  Bern,  med.,  No.  27,  1894. 

X  Ann.  des  mal.  de  Voreille,  xxii,  1896,  p.  9. 
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cocaine  is  of  little  benefit.  His  first  case  was  that  of  a 
nervous  patient  convalescent  from  typhoid  fever,  and 
the  puncture  caused  but  very  little  pain.  In  his  second, 
a  neuropathic  individual,  the  anaesthesia  was  incomplete, 
but  the  puncture  was  eti'ected  with  but  very  little  annoy- 
ance to  the  patient.  He  ventures  to  observe  that  guaiacol 
may  be  of  service  in  incising  furuncles  of  the  meatus. 

In  the  nose,  he  advises  the  laving  of  the  operative 
field  two  or  three  times  with  the  solution,  and  then  the 
application  of  a  saturated  tampon  in  the  usual  manner. 
To  produce  ansesthesia  a  much  longer  time  is  required 
than  with  cocaine.  Fifteen  to  twenty  minutes,  however, 
suffice  for  an  ordinary  intranasal  operation.  Laurens 
made  seven  cauterizations  of  the  inferior  turbinates. 
In  four  there  was  complete  anaesthesia,  and  in  the  re- 
maining three  only  a  slight  sense  of  burning.  He  noted, 
as  an  effect  of  the  application,  only  a  slight  retraction 
of  the  tissues,  and  this  was  probably  due  to  the  massag- 
ing of  the  erectile  bodies.  At  first,  indeed,  there  may 
be  an  initial  tumefaction  of  the  tissues.  Hence  guaiacol 
can  never  be  as  serviceable  as  cocaine  where  we  wish 
to  make  a  methodical  examination  of  the  nares,  or  in  cases 
of  supposed  reflex  neurosis,  to  determine  the  possible 
existence  of  sensitive  areas. 

The  same  thing  is  true  with  reference  to  the  so-called 
mucous  polyps.  The  cold  snare  was  used  in  six  cases 
of  the  latter  without  pain,  and  a  like  happy  result  fol- 
lowed in  one  case  where  the  hot  snare  was  used  in  poly- 
poid degeneration  of  the  middle  turbinate. 

In  the  pharynx  Laurens  found  anaesthesia  more  diffi- 
cult to  obtain,  owing  to  the  reflex  movements  which 
the  remedy  caused.  He  bathed  the  operative  field  thor- 
oughly three  or  four  times.  He  records  five  cauteriza- 
tions of  voluminous  granulations  of  the  buccal  pharynx 
(three  being  in  women)  without  pain,  three  of  tonsils 
in  infants  with  a  like  happy  result,  and  two  of  removal  of 
tonsillar  tissue  by  forceps  (traitement  par  morceUement). 
The  remedy  proved  a  failure  in  one  case  of  attempted 
removal  of  a  tonsil  with  the  hot  snare.  Laurens  also 
corroborates  the  statements  of  Kayraond  as  to  the  efficacy 
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of  guaiacol  in  acute  amygdalitis,  a  daily  application  caus- 
ing an  abatement  of  all  local  symptoms  for  twelve  hours. 
In  the  larynx  the  slight  absorption  of  the  remedy 
proved  an  obstacle  to  satisfactory  anaesthesia.  There 
might  have  been  a  possible  utihty  in  submucous  injec- 
tions, but  these  were  not  tried,  llepeated  applications 
were  necessary  to  cause  the  slightest  deadening  of  local 
Bensibility. 

Laurens  further  notes  that  the  remedy  forms  a  sort 
of  emulsion  with  mucus,  a  sort  of  whitish  magma  which, 
previous  to  operation,  should  be  removed  with  hydro- 
pliile  cotton.  No  eschars  resulted  after  application, 
though  tumefaction  sometimes  remained  for  twenty-four 
hours.  There  was  no  sweating  or  disturbance  of  either 
the  respiratory  or  circulatory  systems. 

The  only  other  article  on  this  special  application  of 
guaiacol  which  I  have  seen  is  one  by  Geronzi.*  Find- 
ing, as  did  Laurens,  that  the  oily  solution  of  guaiacol 
made  with  mucus,  a  whitish  magma,  disagreeable  alike 
to  both  patient  and  operator,  it  occurred  to  him  to  make 
a  solution  in  alcohol.  We  know  that  alcohol  at  90°  pro- 
duces a  caustic  action,  and  tissue  retraction  ensues  both 
by  the  coagulation  of  the  albumin  of  the  tissues  and  the 
abstraction  of  water,  and  that  at  25°  it  produces  painful 
sensations.  Alcohol  alone  constricts  the  vessels,  produces 
a  coldness  and  paleness  of  the  parts,  and  consequently  a 
slightly  anjEsthetic  action.  Under  such  circumstances 
it  should  not  be  stronger  than  fifty  per  cent.  Geronzi 
finally  settled  on  a  solution  composed  of  two  grammes 
of  guaiacol  dissolved  in  fifteen  grammes  each  of  alcohol 
at  90°  and  distilled  water.  To  destroy  the  disagreeable 
odor  of  the  mixture  he  added  a  few  drops  of  oil  of  berga- 
mot  or  tincture  of  vanilla.  As  regards  the  relative  advan- 
tages of  the  oily  and  alcoholic  vehicles,  the  former  allows 
the  guaiacol  to  remain  longer  in  contact  with  the  tissues, 
but  the  latter  has  the  greater  diffusive  power. 

Geronzi's  personal  results  were  as  follows:  In  four 
cases  of  nasal  polyps  and  in  five  of  cauterizations  of  the 
inferior  turbinates,  sufficient  anaesthesia  resulted  in  fifteen 

*  Arch.  ital.  di  otol.,  iv,  1896,  p.  323. 
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minutes  to  enable  the  necessary  manipulations  to  be 
made  without  pain.  No  special  features  were  noted. 
In  the  pharynx  it  was  successfully  used  seven  times 
for  granulations.  In  two  cases  of  nasopharyngeal  polyps, 
in  spite  of  frequent  applications  to  the  soft  palate,  it 
did  not  effect  sufficient  abolition  of  the  reflexes  to  allow 
of  the  proper  use  of  the  rhinoscopic  mirror. 

In  the  ears  the  drum  was  punctured  four  times, 
granulations  removed  from  its  surface  twice,  polyps  five 
times,  and  the  malleus  was  removed  three  times.  There 
was  not  always  complete  ansesthesia,  but  then  tliis  is  not 
always  the  case  with  cocaine.  Application  also  relieved 
various  aural  pains.  This  latter  result  was  doubtless 
favored  by  the  cooling  and  anaesthetic  effect  of  the  alco- 
hol. In  attacks  of  middle-ear  trouble  a  certain  disad- 
vantage arose  from  the  fact  that  the  field  became  ob- 
scure. This  was  probably  due  to  oxidation,  wliich  arose 
from  contact  of  the  guaiacol  with  the  blood,  an  obscure 
color  being  thereby  produced.  Geronzi  suggests  that 
guaiacol  prepared  by  synthetic  crystallization  would 
probably  be  more  constant  in  action  and  less  irritating. 
In  general,  he  summarizes  the  disadvantages  of  guaiacol 
as  compared  with  cocaine  as  follows: 

1.  It  produces  burning  and  formication. 

2.  It  does  not  retract  the  tissues. 

3.  It  requires  a  long  time  for  action. 

So 'far  as  I  know,  the  two  papers  just  alluded  to  com- 
prise all  that  has  been  written  upon  this  particular 
application  of  the  remedy  now  considered.  The  fairly 
favorable  reports  concerning  its  use  led  me  to  give  it  a 
trial.  At  first  a  five-per-cent.  solution  in  olive  oil  was 
made,  and  later  a  weaker  solution  in  alcohol.  The  lat- 
ter seemed  to  cause  considerable  smarting,  though  offer- 
ing no  better  anaesthesia  than  the  oily  one,  so  after  a 
few  trials  its  use  was  abandoned.  Guaiacol  does  not 
mix  well  with  olive  oil,  even  the  purest.  The  latter 
must  first  be  cleared  of  its  albuminoids,  resinoids,  and 
coloring  matters  by  zinc  sulphate,  and  from  its  free 
fatty  acids  by  absolute  alcohol.  Mr.  A.  P.  Kerley,  a 
skillful  chemist  of  New  York,  kindly  experimented  on 
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these  points  for  me,  and  after  a  few  trials  devised  the 
following  formula:  To  a  given  weight  of  oil  ten  per  cent, 
of  dried  sulphate  of  zinc  (by  weight)  is  added  and  the 
mixture  heated  over  a  water  bath  for  an  hour.  It  is 
then  filtered,  and  then  twelve  and  a  half  per  cent,  of 
absolute  alcohol  (by  weight)  introduced.  It  is  shaken 
occasionally  for  a  few  days  and  then  decanted.  The  re- 
sult is  a  clear  limpid  fluid  with  which  guaiacol  mixes 

readily. 

The  oily  spray  applications,  tampons,  and  injection 
by  needle  have  all  been  employed.  Quite  to  my  surprise, 
I  have  not  noticed  in  a  single  instance  the  formation  of 
a  whitish  magma  or  emulsion  mentioned  by  both  the 
writers  quoted.  I  have  employed  guaiacol  as  a  local 
anesthetic  thirty-six  times  on  twenty-eight  different 
patients,  sixteen  men  and  twelve  women,  whose  ages 
ranged  from  sixteen  to  fifty-five  years.  The  conditions 
treated  were  as  follows:  In  the  nose,  cold  snare  for 
polyps,  3;  and  for  polypoid  degeneration  of  the  middle 
turbinate,  2;  curetting  of  ethmoid  cells,  4;  removal  of 
SEeptal  spurs  and  ridges  by  saw,  5;  cauterization  of  the 
inferior  turbinate,  2,  and  of  the  middle,  3. 

In  the  pharynx,  large  tonsils  were  cauterized  eleven 
times,  lingual  tonsil  once;  granular  pharyngitis  curetted 
twice,  and  uvulotomy  done  once. 

In  the  larynx  the  remedy  was  used  only  once — viz., 
for  angesthetizing  the  surface  of  a  tuberculous  ulcer  to 
which  a  strong  solution  of  lactic  acid  was  to  be  applied. 

Of  the  results,  so  far  as  angesthesia  was  concerned, 
it  was  perfect  'in  fourteen,  partial  in  sixteen,  very  slight 
in  two,  and  wanting  in  four.  These  results  might  have 
appeared  in  a  better  light  if  I  had  waited  in  many  in- 
stances longer  before  beginning  the  operation.  The  • 
course  followed  in  this  respect  was  to  determine  the 
time  limitations  of  this  remedy.  In  looking  over  the 
tabulated  results,  it  is  seen  that  of  the  four  cases  in 
which  anaesthesia  was  wanting  the  time  of  application 
in  two  was  only  three  and  six  minutes  respectively.  The 
same  is  true  of  the  cases  called  "  partial,"  most  of  them 
having  had  the  remedy  applied  less  than  eleven  minutes. 
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It  is  distinctly  stated  by  both  Laurens  and  Geronzi  that 
the  action  of  guaiacol  on  mucous  surfaces  is  much  slower 
than  that  of  cocaine,  requiring  from  fifteen  to  twenty 
minutes  for  complete  absorption.  On  the  other  hand,  I 
have  obtained  complete  anaesthesia  in  ten  minutes. 

In  spite  of  the  fact  that  guaiacol  is  said  to  have  no 
power  to  contract  the  vessels,  I  have  not  noticed  any 
more  bleeding  in  cutting  operations  than  with  cocaine. 
With  the  remedy  in  aural  practice  I  have  had  no  experi- 
ence. If,  as  Laurens  and  Geronzi  assert,  paracentesis  of 
the  drum  membrane  can  be  done  without  pain,  it  would 
appear  that  guaiacol  is  a  remedy  of  very  great  value, 
for  it  is  well  known  that  at  this  particular  anatomical 
site  cocaine  has  but  very  little  effect,  as  we  have  to  do 
with  a  surface  which  is  essentially  cutaneous  rather  than 
mucous  in  structure. 

From  no  point  of  view  can  it  be  maintained  that 
guaiacol  is  superior  to  cocaine.  I  have  made  no  such 
statement,  but  have  sought  to  fairly  record  clinical  re- 
sults. Guaiacol  requires  for  absorption  a  much  longer 
time  than  does  cocaine.  In  oily  solution,  at  least,  it  is 
more  difficult  to  prepare  and  less  agreeable  to  handle. 
To  some  few  people  its  odor  is  disagreeable. 

In  the  cases  thus  far  reported,  numbering,  with  my 
own,  ninety-eight  in  all,  not  the  slightest  constitutional 
effect  (much  less  a  dangerous  one)  has  been  noted.  The 
anaesthetic  effect  is  less  certain  than  that  of  cocaine, 
but  where,  for  any  reason,  the  latter  is  inadmissible, 
guaiacol  is  in  the  majority  of  cases  a  reliable  substitute. 

Discussion. 

Dr.  H.  L.  Swain:  I  should  like  to  inquire  if  Dr. 
Newcomb  has  made  any  observations  upon  the  penetrat- 
ing power  of  guaiacol  as  an  anaesthetic.  I  mean  in  opera- 
tions where  there  is  need  to  go  some  distance  beneath  the 
surface — in  sawing  the  SEeptum,  or  curetting,  for  instance 
• — whether  he  would  get  as  much  penetration  with  guaia- 
col as  he  would  from  the  use  of  cocaine. 

Dr.  Newcomb:  So  far  as  I  observed,  I  found  the  an- 
aesthesia as  complete  as  with  cocaine,  allowing  the  requi- 
site amount  of  time  for  the  guaiacol  to  act,  as  it  is  much 
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slower  in  producing  its  effects  than  cocaine.  If  any  one 
were  to  use  this  remedy  and  forget  that  it  requires  from 
fifteen  to  twenty  minutes  to  produce  its  anaesthetic  ef- 
fect he  would  be  disappointed  with  it.  In  answer  to  the 
question  of  Dr.  Swain  as  to  its  penetrating  power,  I 
would  say  that  it  is  quite  as  great  as  cocaine,  but  slower. 
So  far  as  septum  operations  go — in  sawing,  for  instance 
— I  have  been  pleased  to  see  how  complete  the  anaesthesia 
was.  In  four  cases  that  I  can  recall  I  inquired  on  this 
point  of  the  patients,  though  without  asking  any  leading 
questions,  and  they  all  declared  that  the  operation  had 
been  free  from  pain.  At  the  request  of  several  of  the 
fellows,  I  will  read  the  formula  again  for  the  solution: 
"  To  a  given  quantity  of  olive  oil,  add  ten  per  cent,  of 
dried  sulphate  of  zinc,  by  weight.  Heat  this  over  a 
water  bath  for  an  hour,  filter,  and  then  introduce  twelve 
and  a  half  per  cent.,  by  weight,  of  absolute  alcohol. 
Shake  occasionally  for  a  few  days,  then  decant,  and  in- 
troduce five  per  cent,  of  pure  guaiacol." 


Paper. 

SUBMUCOUS  HEMORRHAGE   OF  THE   VOCAL   CORDS. 

By   S.   W.    LANGMAID,   M.  D. 

The  occurrence  of  five  cases  of  submucous  haemor- 
rhage in  the  vocal  cords  has  seemed  to  me  worthy  of 
record,  especially  since  these  lesions  had  a  definite  cause 
and  were  so  similar  in  appearance  and  situation,  and  be- 
cause few  like  cases  have  been  reported. 

The  situation  of  the  extravasation  was  in  every  case 
at  the  junction  of  the  anterior  with  the  middle  third 
of  the  cord.  In  only  one  case  was  the  haemorrhage  dif- 
fused, but,  with  this  exception,  it  consisted  of  a  globule 
of  blood  underneath  the  dehcate  mucous  membrane, 
whose  diameter  was  nearly  that  of  the  transverse  diame- 
ter of  the  cord. 

This  red  disc  was  as  well  defined  as  is  the  globule 
of  air  in  the  mechanic's  spirit  level — in  fact,  that  appear- 
ance and  its  apparent  movement  during  phonation  made 
the  comparison  inevitable.  That  the  situation  of  the 
haemorrhage  in  the  exceptional  case  was  the  same  as 
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in  the  others  was  afterward  shown  by  the  small  hsema- 
tomatous  tumor  which  remained  after  the  extravasated 
blood  had  been  absorbed. 

In  every  case  the  cause  of  the  haemorrhage  was  vocal 
strain,  long  continued  or  sudden,  where  there  had  un- 
doubtedly been  a  previous  catarrhal  condition.  The  oc- 
currence in  every  case  was  marked  by  sudden  vocal  ina- 
bility. All  the  patients  were  singers  except  one,  and  he 
was  an  actor.  Two  of  the  patients  were  males;  their 
ages  varied  from  twenty  to  sixty  years,  but  most  of  them 
were  under  thirty-five  years  of  age.  The  impairment  of 
the  voice  consisted  in  hoarseness  and,  in  singers,  in  limi- 
tation of  register  in  the  upper  notes. 

That  the  laryngeal  catarrh  was  an  important  factor 
in  this  laming  of  the  vocal  apparatus  I  have  no  doubt, 
because  the  lack  of  tension  seemed  to  exist  equally  in 
both  cords,  and  not  especially  in  the  cord  into  which 
the  hgemorrhage  had  occurred. 

In  four  of  the  cases  the  haemorrhage  occurred  in 
the  right  cord;  in  one  it  was  in  the  left.  In  the  latter  the 
extravasation  was  smaller  and  it  disappeared  sooner. 
In  every  case  the  cure  was  perfect  and  the  voice  re- 
stored. 

The  cause  of  this  lesion  is,  in  my  opinion,  as  follows: 
In  consequence  of  a  laming  of  the  vocal  muscles  from 
a  catarrhal  chorditis  much  greater  force  is  required  than 
is  natural  to  bring  the  glottis  into  sounding  position. 
This  results  in  congestion,  even  to  the  extent  of  rupture 
of  a  blood-vessel.  The  congestion  certainly  occurs  in 
the  catarrhal  larynx  when  no  rupture  of  a  vessel  results. 

That  bad  vocal  technics  is  not  always  a  factor  in  this 
lesion  is  shown  by  the  fact  that  it  occurs  to  the  most  fin- 
ished and  effective  singers.  One  of  my  patients  is  one  of 
the  greatest  lyric  actors,  and  has  been  for  more  than 
thirty  years  a  most  brilliant  and  accomplished  singer. 

It  can  not  be  doubted  that  the  misdirected  vocal 
efforts  of  an  untaught  singer  who  possesses  great  physi- 
cal ability  would  tend  to  produce  the  accident  which  has 
been  described;  nor  that  frequently  repeated  attempts 
to  use  a  register  or  quality  of  tone  foreign  to  the  natu- 
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ral  voice,  as  in  the  case  of  the  actor  to  whom  I  shall  refer, 
would  result  in  some  such  lesion.  The  history  of  the 
following  cases,  however,  would  show  that  a  pre-existing 
catarrhal  condition  is  the  factor  which  predisposes  to  the 
laryngeal  apoplexy: 

Case  I. — Miss  W.,  aged  about  twenty  years,  unusually 
robust  and  taller  than  most  women.  A  pupil  of  the  con- 
servatory of  music.  Iler  instruction  had  not  been  such 
as  would  insure  the  best  voice  delivery.  A  slight  laryn- 
geal catarrh  had  existed  for  some  weeks  and  had  prob- 
ably been  perpetuated  by  unwise  vocal  practice,  which 
seemed  necessary  in  view  of  a  public  performance  on 
the  occasion  of  her  graduation  from  the  conservatory. 
After  successfully  singing  at  this  performance,  which 
was  in  a  very  large  auditorium,  she  became  instantly 
aphonic  and  had  pain  in  the  region  of  the  larynx. 

The  examination  which  I  made  the  following  day 
revealed  the  condition  which  I  have  described — viz.,  a 
globule  of  blood  in  the  right  vocal  band.  The  lack  of 
tension  of  the  vocal  cords  was  very  marked.  Complete 
rest  of  the  laryngeal  voice,  with  the  ordinary  local  appli- 
cations for  the  catarrhal  condition  of  the  larynx,  resulted 
in  complete  restoration  of  the  voice.  The  extravasation 
disappeared  in  a  few  days. 

Cash  II.— A  leading  young  actor,  who  was  perform- 
ing every  night  in  a  play  which  required  the  use  of  two 
qualities  of  voice.  To  represent  a  double  personality  he 
was  obliged  to  make  use  of  a  cramped  position  of  the 
neck,  and  at  the  same  time  to  speak  in  an  acquired, 
unnatural  low  quality  of  voice.  The  result  was  hemor- 
rhage into  the  right  cord,  which  assumed  the  globular 
form  which  has  been  described. 

Another  play  w^as  substituted  for  the  one  that  had 
produced  the  a(!-cident,  and  the  effusion  was  quickly  ab- 
sorbed. In  this  case  there  was  a  marked  laryngeal  ca- 
tarrh of  recent  origin  which  had  caused  some  hoarse- 
ness. 

Case  III, — A  world-renowned  barytone  and  actor, 
at  the  close  of  a  long  engagement  during  an  especially 
inclement  winter,  was  found  to  have  the  same  submucous, 
globular  hsemorrhage  into  the  right  cord.  Slight 
hoarseness  had  been  previously  complained  of,  but  the 
patient  was  such  a  consummate  actor  and  singer  that  he 
was  able  to  almost  conceal  a  defect  of  voice  which  would 
have  disabled  a  less  experienced  artist. 

The  extravasated   blood   was   quickly  absorbed— in 
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fact,  it  had  almost  completely  disappeared  after  seventy- 
two  hours. 

Case  IV. — Miss  A.,  teacher  of  vocal  music  in  the 
public  schools.  She  said  that  the  voice  had  gradually 
become  somewhat  hoarse  and  that  she  had  to  use  great 
efforts  to  continue  her  work.  Her  general  strength  was 
so  great,  however,  that  she  persisted  in  performing  her 
duties,  until  suddenly  she  became  aphonic  and  suffered 
from  laryngeal  pain. 

When  I  saw  her,  after  five  weeks  or  more,  the  voice 
was  quite  hoarse  but  had  regained  some  vocal  quality. 
The  right  cord  was  uniformly  red  from  extravasation 
of  blood  under  the  mucous  membrane.  There  was  also 
laryngeal  catarrh. 

The  patient  was  made  to  use  a  slate  for  all  communi- 
cations for  some  days.  Then  whispering  was  allowed, 
and  as  the  extravasation  was  seen  to  disappear  the  natu- 
ral speaking  voice  was  resumed. 

After  a  month  nothing  remained  of  the  haemorrhage 
except  a  minute  dusky  red  granule  on  the  edge  of  the 
cord,  at  about  the  junction  of  the  anterior  with  the 
middle  third.  This  was  swept  off  by  forceps,  and  in  a 
few  days  the  speaking  voice  was  perfect.  Singing  was 
gradually  resumed,  and  the  patient  performed  her  regu- 
lar duties  as  a  singing  teacher  and  leading  soprano  in  a 
church  choir. 

Case  V. — Miss  N.,  a  chorus  singer  in  an  English 
opera  company.  Health  and  strength  unusually  good. 
In  addition  to  singing  in  the  chorus  during  eight  per- 
formances each  week  she  was  ambitious  to  assume  lead- 
ing parts,  and  was  therefore  constantly  studying  to  ac- 
quire leading  roles,  for  which  it  should  be  said  she  had 
the  ability. 

Such  extravagant  use  of  the  voice  had  produced  a 
laryngeal  catarrh  and  some  loss  of  tension  of  the  cords, 
the  effect  of  which  was  to  render  the  attack  and  con- 
tinuation of  the  tone  difficult  unless  unusvial  effort  was 
made. 

The  opportunity  to  assume  the  difficult  role  of 
Ortrude  was  suddenly  afforded  her  and,  against  my  judg- 
ment, was  undertaken.  The  performance  was  in  every 
way  creditable,  but  almost  complete  aphonia  resulted. 
The  next  day  examination  showed  a  globular  extravasa- 
tion into  the  left  cord  which,  as  she  continued  to  use  the 
voice,  became  slightly  diffuse.  After  three  days  absorp- 
tion was  complete,  and  after  some  weeks  the  voice  be- 
came quite  normal. 
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It  will  be  noticed  that  in  none  of  my  eases  was  there 
haemoptysis.  In  similar  lesions  recorded  by  others  more 
or  less  haemoptysis  was  the  rule,  and  in  a  few  of  these 
cases  the  extravasation  was  recurrent.  In  none  of  them 
has  the  peculiar  globular  extravasation  been  described. 

The  case  related  by  Dr.  Dundas  Grant  has  some 
points  of  similarity  to  mine.  His  patient  Avas  a  young 
lady,  twenty-four  years  old,  who  experienced  sudden 
hoarseness  and  loss  of  voice.  In  the  left  cord  there  was 
a  submucous  extravasation  involving  its  whole  extent. 
Ten  months  later  there  was  a  return  of  the  same  appear- 
ances, "  except  that  the  redness  stopped  short  at  the 
vocal  process  posteriorly  and  the  prominence  was  most 
marked  at  the  junction  of  the  anterior  with  the  middle 
third  of  the  cord."  A  vascular  tumor  of  the  size  of  a 
hempseed  existed  near  this  point,  attached  to  the  upper 
surface  and  edge  of  the  cord.  The  cause  in  this  case  was 
a  fit  of  sneezing  or  some  vocal  effort. 

In  view  of  the  fact  that  a  similar  tumor  was  left  in 
one  of  my  cases  after  the  subsidence  of  the  extravasa- 
tion would  seem  to  indicate  that  haematomata  of  the 
cord  may  always  have  their  origin  in  such  extravasations. 

In  none  of  my  cases  were  both  cords  affected,  al- 
though this  is  rather  the  rule  than  the  exception  in  ob- 
servations by  others. 

Laryngeal  pain  was  frequently  complained  of. 

With  regard  to  prognosis,  it  may  be  said  that  all 
cases  recover,  and  very  quickly,  the  only  exceptions  be- 
ing those  where  a  vascular  tumor  remains,  which  must 
be  removed  before  the  voice  can  be  restored. 

The  treatment  should  consist,  first  of  all,  in  absolute 
rest  of  the  voice  when  this  is  possible. 

The  laryngeal  catarrh  will  be  removed  by  such  rest 
and  by  the  local  use  of  astringents.  I  have  thought  that 
application  of  menthol  by  means  of  a  spray  has  been 
efficacious. 

To  help  in  the  restoration  of  the  vocal  tension,  strych- 
nine and,  after  the  complete  disappearance  of  the  ex- 
tra vasated  blood,  intralaryngeal  galvanization  may  be 
beneficial. 
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Discussion. 

Dr.  J.  W.  Gleitsmann:  I  reported  a  case  of  laryngeal 
suhmucous  haemorrhage  to  this  association  as  long  as 
nine  years  ago.  It  was  quite  different  from  those  just 
reported  in  its  origin,  and  also  in  the  appearance  of  the 
submucous  effusion.  It  was  caused  by  a  very  severe 
blow  received  on  the  larynx,  producing  a  contusion  of  the 
posterior  part.  There  was  considerable  effusion  in  this 
part,  especially  over  the  arytenoids,  and  it  extended  for- 
ward over  the  ventricular  bands  to  the  junction  of  the 
middle  and  anterior  thirds.  There  was  free  haemorrhage; 
the  man  spat  blood  for  three  or  four  days;  soon  afterward 
the  effusion  disappeared  by  absorption.  If  I  am  not 
mistaken,  our  late  fellow-member,  Dr.  Morgan,  reported 
a  case,  also  in  a  singer,  in  which  the  ventricular  band  was 
swollen.  After  the  blood  was  wiped  off  from  the  surface, 
and  the  swelling  reduced,  he  found  a  lesion  also  in  the 
vocal  cord;  therefore  there  was  a  lesion  of  the  vocal  cord 
as  well  as  of  the  ventricular  band.  Both  of  these  cases,  I 
remember,   recovered  mthout  any  difficulty. 

Dr.  C.  E.  Bean:  It  was  some  ten  years  ago  that  I 
reported  two  cases  of  submucous  haemorrhage  of  the 
vocal  cords  to  this  association.  In  one  case  it  was  a  re- 
current haemorrhage;  three  times,  I  think  it  was,  that 
it  occurred — it  has  been  so  long  that  I  hardly  remember 
— but  this  man  was  not  a  singer,  he  was  a  business  man 


Discussion  on  Paper  of  Dr.  Lang  maid.  25- 

in  ordinary  position  in  life,  and  with  no  reason  for  any 
great  strain  upon  his  vocal  cords.  It  is  true  that,  as  in 
Dr.  Langmaid's  cases,  there  was  a  catarrhal  condition, 
that  had  existed  for  several  years  previous  to  the  haemor- 
rhage, and,  contrary  to  the  case  reported  by  Dr.  Lang- 
maid,  it  was  a  considerable  length  of  time  in  getting  well. 
He  had  no  special  treatment  outside  of  rest  and  consti- 
tutional remedies.  The  effusion  lasted  for  several  weeks. 
He  had  no  haemorrhage,  either  at  that  time  or  since. 
He  has  been  under  my  care  on  several  occasions  since 
then,  and,  although  he  has  had  several  attacks  of  acute 
laryngitis,  there  has  been  no  recurrence  of  the  haemor- 
rhagic  effusion. 

Dr.  LANGjrAiD:  In  closing,  I  should  like  to  say  that 
although  I  did  not  report  observations  made  by  others 
a  number  of  references  will  be  found  at  the  end  of  my 
paper.  I  recall,  however,  a  similar  case  reported  by  Dr. 
Douglass  Grant,  the  particular  points  in  which,  as  in 
the  other  cases,  were  that  there  was  no  ha3moptysis  and 
there  was  no  recurrence.  I  have  seen  no  case  of  recur- 
rence, and  therefore  I  did  not  think  it  worth  while  to 
mention  it. 

The  fact  that  a  small  hsematoma  was  left  in  the  place 
of  the  effusion  seemed  to  me  to  be  worthy  of  record  for 
the  light  that  it  throws  upon  the  origin  of  such  growths. 
It  would  seem  as  if  this  condition  must  be  much  more 
frequent  than  is  ordinarily  supposed.  A  patient,  who 
has  been  suffering  with  laryngitis,  suddenly  becomes 
hoarse  and  aphonic  and  may  not  consult  a  laryngologist 
at  this  time,  but  when  he  comes  under  observation  later 
the  hematoma  is  discovered.  Another  point  I  think 
worthy  of  remark  is  that  the  same  observer  should  have 
seen  these  several  cases  of  the  same  kind,  having  the 
same  cause,  and  pursuing  the  same  course;  the  observa- 
tions having  extended  over  several  years.  The  fact  that 
there  was  no  haemoptysis,  that  the  condition  was  caused 
by  some  strain  and  on  top  of  a  laryngeal  catarrh,  and  the 
fact  also  that  they  all  recovered  so  quickly  without 
treatment,  except  rest,  seemed  to  me  sufficient  reason  for 
bringing  the  subject  before  the  association.  I  also  feel 
that  I  was  justified  in  reporting  these  cases  in  view  of  the 
fact  that  in  the  discussion  there  was  so  little  comment 
upon  them. 


24  The  American  Laryngological  Association. 

Paper. 

HYSTERICAL   DYSPHAGIA. 

By   a.   OOOLIDGE,   Jr.,   M.  D. 

My  excuse  for  bringing  before  this  meeting  a  sub- 
ject which  has  nothing  new  is  simply  a  plea  that  it 
should  receive  the  attention  among  other  neuroses  of  the 
throat  to  which  its  frequency  entitles  it.  Hysterical 
aphonia  is  regarded  as  an  entity,  and  is  recognized  or  sus- 
pected by  every  practising  physician  because  its  possi- 
ble existence  is  common  knowledge  and  the  diagnosis 
is  comparatively  simple.  But  with  hysterical  dysphagia 
there  is  no  such  distinct  type,  it  is  not  so  easy  to  rule 
out  other  possible  causes,  nor  to  follow  accurately  the 
perversion  of  function  in  the  mechanism  of  swallowing. 

The  occurrence  of  functional  dysphagia  was  described 
as  early  as  1733  by  HofEman.  With  the  growth  of 
medical  literature  the  number  of  cases  reported  in  which 
pronounced  dysphagia  was  evidently  not  dependent  upon 
organic  disease  increased  until  they  were  no  longer 
thought  worthy  of  record  unless  showing  some  peculiar- 
ity of  symptoms,  age,  or  sex.  Most  of  these  cases  are 
described  under  the  head  of  oesophageal  spasm  or  oesoph- 
agismus,  and  are  often  called  hysterical  in  the  absence 
of  other  apparent  cause. 

The  subject  of  cBsophageal  spasm  appears  in  medical 
text-books  since  the  time  of  Hoffman,  and  especially 
since  the  researches  of  Mondiere  *  in  1833.  Bamber- 
ger f  describes  it  as  a  spasm  occurring  more  frequently 
in  the  iipper  part  of  the  oesophagus  with  simultaneous 
spasm  of  the  constrictor  pharyngii,  not  infrequently  in 
the  neighborhood  of  the  cardiac  end,  and  sometimes  in 
any  part  of  the  gullet;  it  may  travel  upward,  as  in  globus 
hystericus,  with  the  sensation  of  an  ascending  ball.  It 
may  come  on  spontaneously,  or  only  with  attempts  at 
swallowing.     If  high  up  and  in  the  pharynx  there  is 

*  Arch  gen.  de  tned.,  April,  1833. 

f  Virchow's  Pathol,  und  TTierap.,  Bd.  vi,  p.  94. 


Hysterical  Dysphagia.  25 

complete  dysphagia;  if  lower  down,  regurgitation.  He 
doubts  if  there  is  ever  a  complete  idiopathic  cramp.  It 
may  be  due  to  disease  of  the  brain  or  pneumogastric 
nerve,  or  be  a  reflex  disturbance  from  the  uterus,  stom- 
ach, heart,  respiratory  organs,  or  disease  of  the  oesoph- 
agus itself.  It  may  occur  with  emotional  disturbance, 
seasickness,  or  hysteria;  from  poisoning  by  belladonna 
or  other  drugs,  and  it  is  a  pronounced  symptom  of 
hydrophobia.  Sir  ]\rorell  ^lackenzie  *  quotes  several  re- 
ported cases,  many  of  them  hysterical.  He  believes  that 
a  gouty  condition  of  the  blood  is  the  most  common  source 
of  reflex  disturbance  of  the  gullet,  excepting  foreign 
bodies.  Pepper  f  says  that  oesophagismus  is  often  asso- 
ciated with  other  evidences  of  neurosis,  but  sometimes 
constitutes  the  sole  manifestation.  It  can  sometimes  be 
traced  to  a  fear  of  strangulation  induced,  primarily,  by 
some  accidental  impediment  to  deglutition,  or  the  en- 
trance of  some  foreign  body.  Fitz  %  notes  that  there 
may  be  pain — either  dull,  a  sense  of  constriction,  or  burn- 
ing and  darting — or  there  may  be  no  pain  at  all.  Osgood  * 
reports  a  series  of  cases  which  he  calls  a  peculiar  form  of 
oesophagismus,  in  which  sudden  attacks  of  distress — appar- 
ently arising  from  the  lower  end  of  the  oesophagus,  with 
pain  radiating  along  the  oesophagus,  sometimes  through 
the  pharynx,  into  the  ears — came  on  without  apparent 
cause.  Hypera3sthesia  of  the  mucous  membrane  of  the 
oesophagus  is  mentioned  as  a  possible  cause  of  oesophagis- 
mus by  Rosenheim  ||  and  others.  Hyperpesthosia  of  the 
pharynx  is  often  associated  with  it.  The  lingual  tonsil 
is  sometimes  thought  to  be  responsible  for  many  of  these 
cases.  Operating  upon  it  will  sometimes  remove  the 
symptoms,  but  so  also  do  many  other  suggestive  ma- 
nipulations. 

Although  many  cases  of  oesophagismus  are  hysterical, 
and  most  cases  of  hysterical  dysphagia  exhibit  a  true 
spasm  of  the  oesophagus,  we  must  not  consider  these  con- 

*  Dixen.ien  of  the  Throat  nnd  None,  vol.  ii,  p.  207. 

+  Sifntem  of  Medicine,  vol.  ii,  p.  419. 

\  Twentieth  Century  Practice  of  Medicine,  vol.  viii,  p.  110. 

**  Boston  Medical  and  Surgical  Journal,  April  25,  1 889. 

I  Ally.  med.  Central. -Zty.,  1895,  Ixiv,  1173. 


26  The  American  Laryngological  Association. 

ditions  identical.  (Esophagismus  may  be  the  only  symp- 
tom in  the  beginning  of  a  cancer  of  the  cardiac  extremity, 
or  be  due  to  reflex  from  some  other  unsuspected  disease, 
especially  in  the  domain  of  the  vagus,  spinal  accessory, 
and  glossopharyngeal  nerves.  Some  of  these  reflexes 
may  be  more  or  less  hysterical,  but  we  must  be  careful  not 
to  diagnosticate  hysteria  too  quickly  when  we  find  oeso- 
phageal spasm.  And,  on  the  other  hand,  dysphagia  may 
be  purely  hysterical  without  any  spasmodic  contraction. 
This  is  the  case  in  hysterical  paralysis  of  the  oesophagus, 
in  which  the  constrictor  of  the  pharynx  sometimes  joins. 
In  these  cases  solid  food  may  be  more  easily  swallowed 
than  liquids;  and  pieces  of  food  may  become  lodged  in  the 
gullet.  There  is  no  pain  in  swallowing,  and  a  sound 
passes  very  readily. 

In  the  records  for  the  hospital  out-patient  clinic  for 
diseases  of  the  nose  and  throat  in  my  service  I  find  a 
diagnosis  of  functional  difficulty  in  swallowing  in  about 
one  in  every  five  hundred  cases,  or  about  one  fifth  of  one 
per  cent.  I  shall  not  report  my  cases  in  detail,  as  the 
clinical  picture  is  a  familiar  one. 

Briefly,  functional  dysphagia  occurs  more  frequently 
in  women  than  in  men,  but  it  is  not  uncommon  in  the 
latter,  and  may  appear  in  children.*  It  is  sometimes 
met  with  in  pregnancy  without  other  cause,  and  may  be 
induced  by  emotional  strain  or  by  reflex  irritation  from 
some  other  part  of  the  body.  There  may  be  pain,  or  a 
sense  of  constriction,  or  a  feeling  of  a  foreign  body  in 
the  gullet  often  at  about  the  cricoid  cartilage,  or  even 
higher.  The  condition  may  be  associated  with  globus 
hystericus  or  other  evidence  of  hysteria,  or  the  dysphagia 
may  be  the  only  symptom.  Where  there  is  evident  spasm 
of  the  gullet,  this  comes  on  in  advance  of  the  act  of 
swallowing. 

The  onset  is  generally  sudden,  not  infrequently 
dating  from  a  temporary  lodgment  of  a  foreign  body,  an 
acute  pharyngitis,  or  amygdalitis.  Liquids  can  generally 
be  swallowed  with  much  less  difiiculty  than  solid  food, 

*  Haushalter.     Med.  mod.,  1891,  ii,  176. 
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and  the  amount  of  difficulty  varies  more  or  less  at  differ- 
ent times  of  the  day,  or  from  day  to  day.  There  is  often 
loss  of  flesh  and  weakness  from  lack  of  food.  There  may 
be  regurgitation  from  the  oesophagus,  but  this  is  rare. 
In  many  cases  the  trouble  seems  to  be  pharyngeal  rather 
than  oesophageal.  The  symptoms  may  have  persisted, 
generally  with  more  or  less  intermission,  for  months  or 
even  years;  or  after  entire  relief  may  recur,  following  a 
recurrence  of  an  acute  pharyngitis  or  other  exciting 
cause. 

An  oesophageal  sound  may  pass  without  obstruction, 
or  there  may  be  temporary  obstruction  from  local  spasm 
in  the  oesophagus.  This  latter  symptom  I  have  not  ob- 
served as  frequently  as  many  of  our  text-books  would 
lead  us  to  expect.  Auscultation  of  the  oesophagus  is  gen- 
erally negative. 

,For  diagnosis  the  laryngoscope  is  a  great  aid  in  ruling 
out  sufficient  cause  for  the  dysphagia  in  its  field  of 
vision.  The  aspect  of  the  patient,  a  sudden  onset  of  the 
complaint,  temporary  abatement,  obstruction  to  the  first 
act  of  swallowing,  and  the  free  passage  of  bougies,  help 
to  make  it  probable  that  there  is  no  more  serious  disease; 
but  it  must  be  borne  in  mind  that  the  dysphagia  may  be 
reflex  from  something  unsuspected. 

As  in  many  similar  neuroses,  suggestive  treatment, 
doing  sometliing  active,  convincing  the  patient  that 
there  is  nothing  wrong,  will,  in  most  cases,  be  sufficient. 
Passing  bougies  as  often  as  possible  is  the  simplest  and 
most  effective  agent.  The  treatment  of  any  trouble  in 
the  pharynx  or  neighboring  regions  is  important,  not 
only  for  the  time  being,  but  to  prevent  recurrence. 
Electricity  with  an  oesophageal  sound  is  to  be  avoided, 
as  cases  of  syncope,  and  even  of  death,  have  occurred 
from  cardiac  irritation  through  the  vagus. 

Some  patients  recover  immediately,  others  only  after 
prolonged  treatment  directed  to  the  general  nervous  sys- 
tem. An  instance  of  immediate  cure,  reported  as  early 
as  1707,  by  Van  Helmont,  is  quoted  by  Mackenzie.  A 
woman  had  hardly  swallowed  anything  for  three  months. 
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Van  Helmont  adds:  "  I  came,  recognized  the  disease,  and 
immediately  the  Lord  cured  her."  There  is  a  modesty 
about  this  that  we  seldom  find  in  our  more  modern  clini- 
cal reports. 

It  has  been  suggested  that  the  dysphagia  may  some- 
times be  due  to  a  reversed  peristalsis.  Also  that  the 
circular  contraction  wliich  normally  takes  place  just 
behind  the  bolus  of  food  on  its  passage  downward  may, 
by  an  error  of  reflex,  occur  just  in  front  of  it.*  This 
would  have  to  be  classed  as  a  faulty  mechanism  rather 
than  as  a  true  spasm. 

DiflSculty  or  pain  in  swallowing,  due  to  some  transi- 
tory inflammation  in  the  pharynx,  or  foreign  body  at  the 
cricoid,  may  leave  a  mental  impression  which  persists 
long  after  the  cause  has  subsided,  in  the  same  way  that 
hysterical  aphonia  may  follow  acute  laryngitis;  or  some 
local  tenderness,  insignificant  in  itself,  may  be  magni- 
fied into  a  behef  in  some  mechanical  obstruction  or  fear 
of  arousing  intense  pain.  In  these  cases  it  is  the  first  act 
of  deglutition  which  is  wanting,  the  seizing  of  the  bolus 
of  food  by  the  pharyngeal  muscles.  Fluids  which  trickle 
into  the  lower  pharj'nx  are  swallowed  by  the  normal  re- 
flexes, although  sometimes  only  with  a  protest,  as  it  were, 
on  the  part  of  the  patient.  Inability  to  swallow  is  well 
known  as  appearing  in  hypochondriacs,  and  especially 
when  the  patient  has  a  delusion  that  he  has  hydrophobia. 
There  is  often  a  true  cesophagismus  aroused  by  these 
attempts  to  swallow,  but  where  we  have  no  evidence  of 
this  I  see  no  reason  for  taking  it  for  granted  that  it 
exists.  Spasm  is  accompanied  by  transitory  pain  or  a 
sense  of  constriction,  subsiding  as  the  contraction  sub- 
sides. If  sufficiently  frequent  and  strong  to  prevent 
swallowing,  it  can  generally  be  detected  by  a  bougie. 

Hysterical  dysphagia  should  be  described  as  an  in- 
ability to  swallow,  or  difficulty  in  swallowing  without 
cause  other  than  hysteria,  or  by  reflex  from  some  irrita- 
tion so  trivial  that  the  reflex  must  be  considered  hysteri- 
cal.   There  is  often  local  spasm,  there  may  be  local  pa- 

*  Smith.      Virginia  Medical  Monthly,  1877,  p.  743. 
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ralysis,  in  the  oesophagus  or  in  the  pharynx,  or  both.  It 
seems  to  me  that  in  other  cases  we  must  look  upon  it  as 
an  hysterical  refusal  to  swallow;  not  that  the  patient  is 
to  blame  or  can  avoid  it,  but  that  there  exists  no  muscular 
action  which  can  not  be  imitated  by  voluntary  nervous 
control. 

Disciission. 

Dr.  Thomas  Hubbard:  There  is  one  form  of  difficulty 
in  swallowing  which  was  not  dwelt  upon  by  the  reader 
of  the  paper.  It  is  where  there  exists  sacculation  or  dila- 
tation of  the  oesophagus,  with  intermittent  spasmodic 
obstruction  due  to  contraction  of  the  muscle  below  the 
dilatation.  This  obstruction  may  be  partly  inflamma- 
tory and  partly  nervous  in  character.  I  have  seen  a  case 
of  this  kind  in  which  it  was  exceedingly  difficult  to  say 
whether  there  was  inflammation  or  merely  disturbed  co- 
ordination. 

In  the  case  of  a  colored  woman  that  I  had  recently 
under  my  care  it  was  observed  that  she  had  hysterical 
dysphagia  after  eating  very  freely  of  sweet  potatoes. 
I  have  known  this  to  occur  in  two  cases.  The  other 
was  an  old  lady,  who  nearly  sufTocated  from  eating  has- 
tily boiled  sweet  potatoes,  which  formed  a  slippery  bolus 
which  overdistended  and  paralyzed  the  oesophagus. 

The  history  and  course  of  the  case  first  mentioned  is, 
I  believe,  suggestive  of  the  cause  of  many  attacks  of 
spasmodic  stricture.  Any  one  attempting  to  eat  sweet 
potato  hastily  will  soon  become  aware  of  a  feeling  of 
fatigue  in  the  throat.  Incoordination  of  the  muscles 
of  deglutition  results,  and  a  large  bolus  overdistending 
a  section  of  the  oesophagus,  so  that  it  can  not  contract, 
there  is  spasmodic  stricture  above  and  below  which  still 
further  increases  the  overdistention,  producing  paresis 
of  this  section.  So  long  as  this  weakness  persists  any  at- 
tempts at  deglutition  excite  spasmodic  constriction. 

Dr.  John  H.  Lowman:  Some  of  the  cases  of  the 
kind  reported  by  the  lecturer  are  purely  nervous.  I 
remember  the  case  of  a  child  four  years  of  age,  in  whom 
difficulty  in  swallowing  had  come  on  gradually.  Her 
physician  had  used  bougies,  but  with  no  benefit,  and  the 
difficulty  in  swallowing  increased  until  she  was  unable 
to  swallow  anything.  There  was  no  history  of  any  great 
emotion,  but  I  remembered  that  the  patient  was  a  female, 
and  this  led  me  to  think  that  it  was  a  case  of  hysteria. 
I  therefore  made  my  examination  as  formal  as  I  could. 
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I  darkened  the  room  and  impressed  upon  her  that  as 
soon  as  I  was  done  she  would  he  ahle  to  swallow  as  the 
result  of  the  application  which  I  would  make  to  her 
throat.  She  was  very  much  impressed  with  the  pro- 
ceedings, and  a  little  frightened.  I  made  an  examina- 
tion, and  applied  cocaine  to  the  pharynx.  Immediately 
afterward  I  had  a  piece  of  cake  brought  in  to  her  on  a 
plate  and  told  her  that  she  could  swallow  now,  and  that 
she  was  to  eat  it.  This  she  did,  and  then  went  home 
and  ate  her  dinner.  It  was  undoubtedly  a  case  of  hys- 
teria. 

I  may  mention  another  case,  which  was  not  hys- 
terical, and  which  went  into  the  hands  of  a  surgeon.    It 
teaches  a  special  lesson  with  regard  to  examinations  with 
a  bougie.    A  man  came  to  me  with  difficulty  in  swallow- 
ing, and  with  some  difficulty  in  breathing.     From  the 
symptoms,  I  thought  that  the  difficulty  was  outside  of 
the  oesophagus  and  that  it  might  be  an  aneurysm.    I  ex- 
amined him,  but  I  could  not  pass  the  sound,  and  con- 
cluded that  the  obstruction  was  due  to  pressure  from 
the  outside.     The  patient  was  sent  to  a  surgeon,  who 
passed  a  sound.     He  thought  that  it  was  a  spasmodic 
stricture.    He  then  told  the  man  to  go  out  and  eat  a  lit- 
tle soft  food,  like  eggs,  which  he  did.     Three  or  four 
days  later  the  man  died,  and  was  found  to  have  aneurysm 
of  the  aorta  and  a  perforation  of  the   oesophagus.     I 
met  the  surgeon  one  evening,  and  I  asked  him  if  he  had 
had  any  difficulty  in  passing  the  tube,  as  I  could  not  do 
it.     He  said  that  his  plan  was  to  introduce  the  sound 
as  far  as  he  could,  and,  after  waiting  a  few  moments,  he 
pushed  it  suddenly  so  as  "  to  surprise  the  stricture." 
By  so  doing,  as  it  happened,  he  had  ruptured  the  oesoph- 
agus  and   produced    the   fatal   result.      This    accident 
nearly  occurred  to  Fraenkel.     He  was  called  to  pass  a 
sound  for  a  patient,  but  he  could  not  get  there  that 
night.    When  he  came  in  the  morning  he  was  informed 
that  the  patient  was  dead;  he  had  died  of  haemorrhage 
from  the   rupture   of  an   aortic   aneurysm   during   the 
night.     If  Fraenkel  had  been  able  to  get  there  at  first, 
and  he  had  passed  the  sound,  he  would  have  ruptured 
the  aneurysm,  with  an  immediately  fatal  result.     The 
act  of  passing  the  tube,  therefore,  is  not  without  danger. 
Gratz  has  reported  three  cases  of  death  from  simply  pass- 
ing the   stomach  tube.     In   one   case   that   I   know   of 
myself,  a  stomach  tube  was  passed  into  the  stomach  and 
the  stomach  washed  out  with  warm  alkaline  solution. 
The  man  complained  of  feeling  weak,  and  he  was  made 
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to  lie  down,  but  he  continued  looking  pale;  stimulants 
were  given,  but  he  shortly  afterward  died.  The  mere 
passage  of  the  bougie  is,  therefore,  not  without  risk  of 
a  fatal  result.  The  danger  is  so  much  less  where  an  ap- 
plication of  cocaine  has  been  made  before  the  passage  of 
the  bougie,  and  the  reflex  disturbances  are  so  much  re- 
duced by  cocaine  that  it  seems  that  it  should  always  be 
used  previous  to  the  passage  of  the  tube. 

Dr.  J.  W.  Gleitsmann:  If  I  understand  the  reader 
of  the  paper,  he  spoke  only  of  that  class  of  hysterical 
cases  where  there  is  no  lesion.  I  have  had  a  case  which 
might  belong  to  this  group.  It  was  in  a  little  girl,  from 
eight  to  ten  years  of  age,  who  came  to  my  office  with  the 
statement  that  she  could  not  swallow  any  food.  I  made 
her  swallow  a  little  liquid,  but  nothing  more.  When  . 
examining  her  throat  I  found  that  she  had  a  large  lin- 
gual tonsil.  It  was  not  large  enough  to  obstruct  swal- 
lowing, but  quite  prominent.  I  cauterized  it  with  nitrate 
of  silver,  not  sufficiently  to  make  any  impression  upon 
the  growth,  but  simply  in  order  to  produce  a  mental 
effect.  The  next  day  she  came  back  and  said  that  she 
was  able  to  swallow  a  little  water,  and  after  repeating  the 
treatment  she  recovered  entirely.  I  thought  that  this 
case  wa^j  pui'cly  nervous  in  character.  I  saw  another  case 
in  which  the  dilliculty  in  swallowing  came  on  in  parox- 
ysms, and  was  attended  by  muscular  rigidity  and  by  loss 
of  consciousness,  and  I  cured  this  one  also  by  removing 
the  lingual  tonsil.  I  refer  to  these  cases  as  I  think  that 
they  really  belong  to  this  group  which  Dr.  Coolidge  has 
just  brought  before  us  in  his  paper,  as  there  was  no 
obstruction  to  swallowing. 

Dr.  II.  L.  Swain:  I  am  glad  that  Dr.  Gleitsmann  has 
preceded  me,  and  has  anticipated  my  remarks  upon  this 
class  of  cases,  as  it  emphasizes  what  I  wish  to  say.  The 
subject  of  enlarged  lingual  tonsil  interests  me  very  much, 
and  I  have  paid  especial  attention  to  its  study  for  a  num- 
ber of  years.  If  nervous  or  hysterical  symptoms  may 
arise  from  reflex  disturbances  connected  with  enlarged 
faucial  tonsils,  it  seems  only  reasonable  to  suppose  that 
dysphagia  might  also  be  due  to  enlargement  of  the  lin- 
gual tonsil.  Tlierefore,  in  the  last  few  years,  in  all 
these  cases  of  nervous  dysphagia  that  have  come  to  me  I 
have  been  accustomed  to  give  my  first  attention  to  the 
lingual  tonsil.  IMany  of  these  patients  can  so  accurately 
refer  their  trouble  to  its  source  that  immediately  upon 
making  an  application  of  the  probang  to  certain  red 
or  swollen  portions  of  the  lingual  tonsil,  they  will  tell 
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you  that  j'oii  have  found  the  site  of  the  trouble.  By 
acting  upon  this,  I  have  succeeded  in  relieving  the  pa- 
tient by  making  applications  to  such  sensitive  points; 
and  I  have  observed  that  by  paying  attention  to  these 
portions  of  the  lingual  tonsil  the  patients,  as  a  rule, 
promptly  improve. 

I  do  not  think  that  the  reader  of  the  paper  laid  too 
great  stress  upon  the  symptom  of  inability  to  take  cer- 
tain kinds  of  food,  of  which  the  patient  complains,  with 
the  absence  of  any  obstruction  in  the  oesophagus,  as  in- 
dicative of  the  nervous  character  of  the  dysphagia. 

I  think  that  Dr.  Lowman's  remarks  are  valuable  in 
a  precautionary  sense  to  all  who  have  occasion  to  make 
examinations  in  cases  of  difficulty  in  swallowing.  We 
certainly  should  be  circumspect  in  our  use  of  oesophageal 
sounds,  on  account  of  the  bad  results  which  have  been 
occasionally  reported  during  the  past  few  years. 

The  subject  of  varicose  enlargement  of  the  vessels 
at  the  base  of  the  tongue  is  also  of  interest  in  tliis  con- 
nection, but  the  effects  ascribed  to  tliis  condition  are 
usually  those  due  to  the  existing  enlargement  of  the 
lingual  tonsil  and  not  merely  to  the  enlarged  veins. 

Dr.  Samuel  Johnston:  In  making  our  diagnosis 
in  cases  of  dysphagia,  we  should  not  omit  to  examine  the 
external  auditory  canal.  Not  long  since,  I  had  a  case 
in  which  the  symptoms  simulated  those  of  hysterical 
dysphagia;  but  when  I  removed  impacted  cerumen  from 
the  auditory  canals  the  symptoms  were  entirely  relieved. 

Dr.  Emil  Mayek:  I  should  like  to  call  attention  to 
the  value  of  auscultation  over  the  oesophagus  in  making 
the  diagnosis  between  hysterical  dysphagia  and  other 
conditions.  I  remember  a  case  that  occurred  under  my 
care  some  years  ago,  which  I  have  reported,  and  which 
eventually  turned  out  to  be  a  case  of  congenital  stricture 
of  the  oesophagus.  In  that  case  it  was  only  with  the  aid 
of  auscultation  with  the  greatest  care,  while  the  patient 
was  in  the  act  of  swallowing  water,  that  we  were  able  to 
decide  upon  the  diagnosis  of  a  stricture,  as  the  fluids 
were  found  to  be  held  in  the  oesophagus  for  a  few  sec- 
onds, and  then  were  heard  to  trickle  into  the  stomach. 
This  subject  was  brought  before  this  association  some 
years  ago  by  Dr.  J.  Solis-Cohen  and  Dr.  Elsberg,  whose 
communications  will  be  found  in  the  Proceedings.  I 
think  that  auscultation  should  always  be  practised  in 
cases  of  difficulty  in  swallowing,  and  the  treatment  based 
thereupon. 

Dr.  Delay  an:  The  etiology  of  hysterical  dysphagia 
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and  of  other  similar  neuroses  of  the  pharynx  generally 
depends  upon  the  existence  of  some  definite  local  lesion. 
This  fact  seems  to  be  established,  both  upon  theoretical 
grounds  and  as  the  result  of  clinical  observation.  It 
may  not  always  be  possible  to  recognize  the  lesion  which 
is  causing  the  trouble.  On  the  other  hand,  there  are 
cases  where,  after  every  possible  method  of  discovering 
and  treating  definite  lesions  which  seemed  to  be  the 
cause  of  the  neurosis  have  been  adopted,  and  where  the 
cause  of  the  irritation  to  all  appearance  has  been  re- 
moved, the  neurosis  may  continue  to  annoy  the  patient 
the  same  as  ever.  The  full  explanation  of  these  matters 
may  not  have  been  reached,  but  it  certainly  seems  to 
be  in  the  direction  suggested  by  the  other  speakers.  Of 
course,  I  have  been  alluding  to  the  simpler  forms  of 
dysphagia  and  not  to  those  due  to  grave  mediastinal 
conditions. 

Dr.  Farlow:  A  year  ago  I  was  consulted  by  a  mid- 
dle-aged gentleman,  who  had  suffered  for  some  time 
from  pain  in  the  throat  on  eating  and  speaking.  While 
at  table,  or  when  talking  or  reading  aloud,  he  would  often 
have  a  paroxysm  of  pain  in  the  throat,  obliging  him  to 
hold  perfectlv  still  for  some  time.  He  had  been  treated 
for  tonsillitis",  as  the  tonsils  were  slightly  enlarged,  for 
malaria,  and  also  for  nervousness,  but  without  benefit. 
I  found  no  special  trouble  with  the  throat,  but  both  ears 
were  filled  with  very  hard  masses  of  cerumen.  There 
was  a  painful  gland  under  the  jaw,  and  immediately 
after  the  removal  of  the  wax  the  gland  diminished  in 
size  and  was  no  longer  painful.  All  the  symptoms  dis- 
appeared, and  he  was  able  to  eat  and  talk  without  any 
difficulty.  I  suppose  that  the  impacted  cerumen  caused 
the  sensitiveness  of  the  gland,  and  the  latter  was  pressed 
on  by  the  movement  of  the  muscles  in  speaking  and 
eating. 

Dr.  S.  W.  Langmaid:  There  is  one  class  of  these 
cases  which  has  interested  me  for  many  years.  It  is  pos- 
sible that  the  reader  may  have  spoken  of  the  condition 
to  which  I  wish  to  refer,  but  he  did  not  lay  any  stress 
upon  it.  These  cases  are  all  anaemic.  The  dysphagia 
is  not  intermittent,  but  constant,  has  existed  for  several 
years,  and  is  caused,  I  think,  by  weakness  of  the  swal- 
lowing muscles  consequent  to  the  angemia.  Upon  ex- 
amination of  the  throat,  there  is  nothing  to  be  seen, 
no  hypertrophies,  and  nothing  to  note  in  the  larynx  ex- 
cept the  anaemic  condition.  But  it  will  be  found  that 
these  patients  have  complained  for  many  years  of  inabil- 
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ity  to  swallow  solids.  They  can  get  down  liquid  foods 
generally,  but  sometimes  only  with  difficulty.  Usually 
there  is  no  history  of  hysteria.  They  generally  belong 
to  the  class  of  working  girls.  I  have  seen  a  number  of 
these  from  time  to  time,  and  have  kept  some  of  them 
under  observation  for  fifteen  or  twenty  years.  If  there 
had  been  any  malignant  growth,  it  would  have  shown 
itself.  I  have  still  some  of  these  patients  coming  into 
my  office,  who  have  been  coming  for  years,  every  few 
months,  to  have  a  bougie  passed.  With  regard  to 
the  danger  of  the  use  of  this  instrument,  I  may  say  that 
the  whole  secret  consists  in  passing  the  bougie  carefully. 
I  formerly  used  the  hougie  a  houle,  but  thought  that  the 
abrupt  constriction  near  the  extremity  allowed  the  olive 
point  to  hurt  the  patient.  I  then  adopted  the  plain 
bougie,  and  used  larger  and  larger  sizes.  I  never  knew 
any  of  these  patients  who  did  not  experience  benefit; 
many  of  them  have  returned,  from  time  to  time,  to  have 
the  operation  repeated.  They  speak  in  the  most  matter- 
of-fact  way  about  it,  and  say  that  they  have  come  to 
have  the  bougie  passed.  When  it  is  done,  they  are 
relieved  for  a  long  time — it  may  be  one  or  two  years. 
May  I  ask  the  reader  of  the  paper  if  he  mentioned  this 
class  of  cases,  and  if  he  includes  in  the  subject  of  his 
paper  this  class  of  cases? 

Dr.  Coolidge:  Yes;  such  cases  were  included  in  the 
subject  of  my  paper. 

Dr.  W.  H.  Daly,  of  Pittsburgh:  I  did  not  have  the 
pleasure  of  hearing  the  paper,  but  the  condition  is  one 
that  demands  more  careful  attention  than  we  sometimes 
give  it,  and  I  feel  myself  just  now  derelict,  for  within 
a  few  days  I  have  had  a  serious  lesson  in  regard  to  hys- 
terical dysphagia.  A  beautiful  young  girl  was  about 
ten  days  ago  admitted  to  the  Western  Pennsylvania 
Hospital  as  a  private  patient.  She  had  been  under  the 
care  of  one  of  our  best  physicians  for  laryngitis,  and, 
owing  to  her  persistent  refusal  to  swallow  solids,  had 
been  entirely  nourished  on  cream  and  beef  tea. 

When  I  examined  her  on  her  admission  to  the  hos- 
pital, there  was  an  entire  cure  of  the  laryngitis,  and, 
though  prostrated,  a  careful  examination  of  all  her  organs 
revealed  no  organic  disease,  and  notwithstanding  there 
was  no  oesophageal  obstruction  whatever,  as  revealed  by 
the  bougie,  there  was  always  a  voluntary  rejection  of 
solids  after  one  or  two  hysterical  attempts  at  degluti- 
tion. Solely  for  the  purpose  of  getting  the  girl  to  do 
better,  I  reprimanded  her  for  her  apparently  foolish  and 
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hysterical  behavior,  and  in  the  presence  of  two  of  her 
sisters  intimated  to  her  that  she  was  not  very  ill,  but 
if  she  persisted  she  might  in  the  end  make  herself  seri- 
ously ill. 

I  suspected  the  girl  had  some  love  affair  that  was 
preying  on  her  mind,  and  she  did  not  deny  this.  I  was 
called  away  from  town  for  a  few  days,  and  upon  my  re- 
turn was  informed  the  girl  had  died  during  my  absence. 
No  post-mortem  was  permitted. 

I  was  naturally  shocked  to  learn  of  her  death,  and 
regretted  having  reprimanded  the  girl  in  the  presence  of 
two  members  of  her  own  family,  the  hospital  nurses,  and 
internes,  but  I  acted  conscientiously  for  the  purpose  of 
endeavoring  to  get  her  to  pull  herself  together  and  try 
to  get  well,  instead  of  carrying  on  in  what  seemed  the 
most  varied  and  determined  hysterical  attempts  to  die. 

This  case  shows  us  that  a  patient  must  first  of  all 
be  ill  before  she  can  have  hysteria,  and  if  she  has  that,  our 
solicitude  should  be  aroused  to  guard  the  patient's  life 
as  well  as  restore  her  to  health.  There  must  in  this  case 
have  been  some  grave  disorder  of  the  nerves  of  organic 
life.  The  cause  of  death  was  mentioned  as  heart  dis- 
ease, by  the  internes  and  my  colleagues,  but  there  was 
no  evidence  of  organic  disease  of  that  organ  or  any  other 
organ  that  I  could  discover  in  a  prolonged  and  careful 
examination.  This  case  teaches  a  severe  lesson,  and  one 
to  be  regarded.  It  teaches  us  to  treat  with  a  great  deal  of 
care  a  supposed  hysterical  patient  and  to  be  guarded 
what  we  do  and  say. 

I  have  always  advised  the  complete  rest  cure  in  these 
cases,  with  entire  isolation — often  a  difficult  thing  to  ob- 
tain, since  the  patients  insist  on  being  allowed  to  make 
an  exhibition  of  themselves  to  their  friends,  for  motives 
of  sympathy.  If  they  resist  proper  nourishment  by  the 
mouth,  I  feed  them  through  the  tube  introduced  into 
the  stomach  by  way  of  the  nares.  Six  or  eight  weeks' 
rest  cure  will  start  them  on  the  way  to  health  surely. 

Dr.  Coolidge:  Dysphagia  can  not  be  considered  hys- 
terical if  it  is  due  to  a  reflex  from  some  local  lesion.  But 
where  some  slight  local  lesion  or  obstruction  is  magnified 
by  the  imagination  of  the  patient  there  may  be  dys- 
phagia, which  is  not  simply  reflex,  but  due  to  central 
weakness  or  hysteria.  And  the  dysphagia  may  persist 
after  the  original  source  of  irritation  has  passed  away. 
With  regard  to  the  lingual  tonsil,  I  think  that  it  is  a 
very  frequent  cause  of  reflex  disturbance  in  the  throat. 
A  cough  of  doubtful  origin  can  often  be  relieved  by 
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attacking  it,  and  I  have  no  .doubt  that  hysterical  dys- 
phagia would  he  also.  But  in  many  cases  I  believe  that 
it  is  the  operation  per  se,  or  counter-irritation,  which 
benefits,  and  that  the  same  result  could  be  obtained  by 
electricity  or  by  passing  bougies,  or  other  local  manipula- 
tion. Impacted  cerumen  frequently  causes  cough  and 
pharyngeal  discomfort — it  might  w^ell  cause  dysphagia.  I 
can  not  agree  that  dysphagia  is  always  due  to  some  reflex 
irritation.  It  may  be  purely  mental,  the  result  of  hysteria 
or  hypochondriasis.  There  are  two  important  points  em- 
phasized by  cases  reported  in  the  discussion.  Do  not  be 
too  ready  to  rule  out  a  serious  unsuspected  cause.  Be 
careful  in  passing  stiff  and  unyielding  oesophageal  instru- 
ments, which  may  injure  the  oesophagus  or  start  haemor- 
rhage from  malignant  granulations. 


Paper. 

REMARKS  ON  TKEATMENT  OF  CHRONIC  AFFECTIONS  OF 
THE  FAUCIAL  TONSILS,  WITH  DEMONSTRATION  OF  IN- 
STRUMENTS. 

By   J.   W,   GLEITSMANN,   M.  D. 

A  FEW  years  ago  I  began  to  pay  greater  attention 
to  chronic  affections  of  the  faucial  tonsils  not  compli- 
cated with  actual  hypertrophy,  and  soon  became  aware 
that  I  could  relieve  many  vague  pharyngeal  ailments  and 
neurotic  symptoms  for  which  no  other  pathological  con- 
dition could  be  found. 

While  looking  over  the  literature  in  the  prepara- 
tion of  this  paper  I  found  that  quite  a  number  of  excel- 
lent essays  had  been  presented  to  the  association  on  this 
subject:  Dr.  Smith  (1883)  and  Dr.  F.  I.  Knight  (1887) 
wrote  on  neuroses  of  the  throat;  Dr.  Delavan  (1883)  on 
the  lacunse  tonsillarum;  while  Dr.  Eoe  (1889),  Dr.  Allen 
(1891),  and,  finally.  Dr.  Farlow  (1895)  gave  an  exhaus- 
tive description  of  the  treatment  of  tonsillar  diseases. 
With  these  valuable  monographs  my  task  has  been  great- 
ly facilitated,  and  I  need  not  have  recurrence  to  the 
different  chronic  affections  or  to  the  various  procedures 
recommended  for  their  treatment.  I  «hall  therefore 
confine  myself  to  a  few  points  which  have  lately  engaged 
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my  attention,  and  for  which  1  endeavored  to  devise  some 
means  for  relief. 

With  the  exception  of  hypertrophy  there  is  probably 
no  other  chronic  affection  of  the  tonsil  more  frequent 
than  chronic  inflammation  of  its  follicles,  so  well  de- 
scribed by  Koe  as  to  require  no  further  detailed  exposi- 
tion. The  smooth  surface  of  the  tonsils  disappears;  they 
present  an  irregular  contour,  the  follicles  undergo  a 
process  of  destruction,  and  the  lacunas  become  often 
filled  with  white  masses,  the  products  of  inflammation, 
which,  being  retained,  are  a  fruitful  source  of  difTerent 
ailments.  Roe  also  correctly  gives  as  the  reason  for  these 
exudations  being  frequently  overlooked  that  they  give 
rise  to  little  or  no  discomfort  to  the  patients,  and  em- 
phasizes at  the  same  time  the  necessity  of  a  thorough  ex- 
amination of  the  tonsils.  Retching  exposes  the  inner 
surface  of  the  tonsil  too  short  a  time  for  therapeutic 
measures;  and  of  all  devices  recommended,  I  have  given 
preference  to  a  small  so-called  palate  hook,  bought  about 
thirty  years  ago,  which,  in  this  instance,  is  miscalled, 
but  which  serves  as  an  excellent  means  to  push  the  an- 
terior pillar  aside.  In  this  manner  the  uppermost  part 
of  the  tonsil  can  also  be  easily  exposed — a  locality  where 
we  find  the  velar  tonsil  described  by  Allen,  and  where 
we  often  detect  deep  diverticula  filled  with  caseous  debris, 
which  would  otherwise  have  escaped  our  observation. 

When  we  see  these  white  exudations  in  the  crypts, 
which  we  know  to  contain  large  masses  of  leptothrix 
filaments,  their  mere  removal  and  subsequent  applica- 
tions are  generally  insufficient  to  effect  a  cure,  and  the 
authors  agree  that  a  large  enough  opening  has  to  be 
made  to  prevent  their  reformation.  To  tear  the  duct 
open,  I  have  employed,  for  two  years  Moritz  Schmidt's 
instrument,  which  is  a  blunt  hook,  but  answers  the 
purpose  very  well.  As  the  pulling  required  to  separate 
the  parts  is  often  painful,  especially  when  the  instru- 
ment has  been  deeply  inserted  into  a  lacunar  open- 
ing, I  had  the  side  of  the  instrument  sharpened,  re- 
taining its  blunt  tip,  and  also  constructed  another  one 
with  a  pointed  tip,  to  enable  it  to  enter  the  tonsil  at  any 
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desirable  point  requiring  severance  of  the  tissue.  The 
after-treatment  necessarily  followed  I  shall  pass  over,  as 
it  has  been  fully  described  by  others.  I  can  conscien- 
tiously recommend  these  little  instruments  to  those  who 
approve  of  this  method  of  operating.  They  will  also  be 
found  useful  for  separation  of  the  anterior  pillar  from 
an  enlarged  tonsil  when  such  proceeding  is  advisable. 

Another  abnormal  condition  which  is  of  rarer  occur- 
rence, but  generally  associated  with  the  affection  just 
described,  is  the  presence  of  a  flap  or  fold  of  the  tonsil, 
sometimes  occupying  its  whole  surface  and  preventing  an 
inspection  of  its  posterior  portion.  At  a  superficial  ex- 
amination this  fold  may  erroneously  be  considered  to 
constitute  a  part  of  the  anterior  pillar,  but,  drawing  the 
latter  aside  with  a  suitable  hook,  an  intervening  space 
between  the  two,  containing  in  some  cases  a  small  amount 
of  lymphatic  tissue,  can  easily  be  seen.     The  larger  part 


of  the  tonsil  will  always  be  found  behind  this  fold,  and 
in  the  majority  of  cases  I  have  seen  it  is  this  locality  in 
which  the  greatest  destructive  changes,  with  accumula- 
tion of  white  deposits  in  the  lacunae,  will  be  observed. 

I  am  not  prepared  at  present  to  give  a  satisfactory 
■explanation  of  this  dense  membranous  formation,  but  am 
inclined  to  believe  it  to  be  the  result  of  a  previous  attack 
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of  acute  inflammation,  combined  with  the  chronic  fol- 
licular disease.  Harrison  Allen  gives  a  very  good  de- 
scription of  this  condition  in  the  Medical  News  of  July 
8,  3888,  in  which  he  says  that  in  one  of  his  cases  the 
palatoglossal  fold  stretched  out  as  an  operculum  over  the 
tonsillar  space,  almost  touching  the  palatopharyngeal 
fold.  When  the  opercular  fold  was  drawn  forward  a 
number  of  tonsillar  pellets  were  seen  lying  against  the 
face  of  a  flattened  nodular  tonsil.  We  learn  from  his  re- 
marks that  in  his  case  the  fold  was  part  of  the  palato- 
glossal arch,  which  was  adherent  to  the  tonsil  and  pushed 
toward  the  median  line,  but  otherwise  the  conditions  and 
their  sequelae  are  the  same  as  in  my  own  patients.  Allen 
removed  the  fold  with  a  pair  of  blunt  curved  scissors,  and 
A.  B.  Kelly,  of  Glasgow,  devised  a  punch,  closing  antero- 
posteriorly,  by  which  small  pieces  of  tonsillar  tissue — 
especially  at  the  upper  angle — can  be  excised.* 

I  had  a  very  typical  case  of  this  affection  two  months 
ago  in  a  lady  who  suffered  from  severe  indigestion  and 
nervous  debility,  for  which  she  consulted  a  well-known 
practitioner.  Complaining  of  throat  trouble,  she  was 
referred  to  me,  and  at  inspection  revealed  the  above- 
mentioned  lesions  in  the  most  striking  manner.  Behind 
the  anterior  pillars  on  both  sides  there  was  a  moderately 
deep  groove,  containing  a  minute  amount  of  normal  folli- 
cles; then  came  a  broad,  dense,  thick  fold  extending 
the  whole  height  of  the  tonsil,  and  covering  the  latter 
to  such  an  extent  that  it  could  only  be  seen  when  the 
fold  was  forcibly  drawn  forward.  The  tonsil  was  in  a 
state  of  complete  destruction,  nodulated,  and  countless 
white  deposits  were  interspersed  in  its  tissue.  It  was 
evident  to  me  that  before  a  satisfactory  treatment  could 
be  instituted  the  removal  of  the  dense  fold,  which 
hemmed  in  the  secretions  and  prevented  their  expulsion, 
was  necessary.  The  destruction  of  the  fold  by  galvano- 
cautery  was  in  this  case  deemed  inexpedient  on  account 

*  Lancet,  1894,  ii,  p.  18.  Hartmann's  instrument  {Deutsche  med. 
Wochenschrift,  1894,  p.  571)  is  identical  with  Ruault's  punch,  shown  to 
this  association  by  Dr.  Farlow  two  years  ago,  only  smaller  in  all  direc- 
tions. 
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of  its  size  and  density,  and  I  resolved  to  remove  it  with 
curettes.  As  Heryng's  laryngeal  double  curettes  were 
difficult  to  handle,  I  employed  Euault's  punch.  The 
result  was  perfectly  satisfactory,  but  I  was  not  pleased 
with  the  large  size  and  the  vertical  action  of  the  instru- 
ment, which  necessitated  its  horizontal  introduction, 
making  it  difficult  to  grasp  the  fold  between  its  cutting 
blades. 

At  my  suggestion,  Tiemann  &  Co.  constructed  the 
tonsillar  clipper  which  I  present  for  your  inspection 
and  criticism.  The  instrument  is  a  modification  of 
Euault's  punch,  the  blades  being  reversed,  cut  in  a  hori- 
zontal instead  of  a  vertical  plane.  It  is  also  considerably 
smaller,  and  admits  of  easy  adaptation;  it  grasps  the 
tissue  firmly,  and  removes  the  parts  seized  without  diffi- 
culty. I  have  used  the  instrument  recently  in  a  similar 
case,  and  have  not  been  deceived  in  my  expectations. 
The  pain  caused  by  the  operation  is  moderately  severe, 
and  with  some  patients  it  is  advisable  to  inject  a  few 
drops  of  a  ten-per-cent.  cocaine  solution  into  the  fold 
before  excision.  If  the  fold  is  very  large,  it  is  better 
to  remove  it  in  two  or  three  sittings  than  all  at  once, 
if  we  want  to  avoid  unpleasant  reaction.  The  haemor- 
rhage is  not  severe  and  can  be  readily  arrested  with 
cracked  ice.  After-treatment  I  have  found  unnecessary, 
but,  if  desired,  some  light  styptic  or  caustic  solution 
can  be  applied. 

When  the  blades  are  made  still  smaller,  the  clipper 
may  also  be  employed  as  a  conchotome,  working  on  the 
same  principle  as  the  conchotome  shown  to  the  association 
two  years  ago. 

Discussion. 

Dr.  Faelow:  At  the  meeting  of  this  association  in 
Eochester  two  years  ago  I  read  a  paper  in  which  I  ad- 
vocated the  use  of  the  punch  for  removing  diseased  ton- 
sils which  did  not  project  beyond  the  pillars  of  the 
fauces.  Soon  afterward  I  received  a  marked  copy  of  a 
medical  journal  containing  an  unsigned  editorial  which 
said  that  the  removal  of  a  tonsil  which  did  not  project 
was  meddlesome  surgery.  I  am  unable  to  see  why  a  dis- 
eased tonsil  should  be  allowed  to  remain  just  because 
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it  happens  to  lie  behind  the  anterior  pillar.  The  latter 
simply  makes  the  manner  of  removal  different  from,  and 
often  much  harder  than  when  the  tonsil  projects  so  as  to 
be  easily  grasped  by  the  guillotine. 

It  seems  to  me  that  the  instrument  presented  by  the 
reader  would  be  better  if  the  handle  were  longer.  As 
to  the  direction  in  which  the  Jaws  of  the  punch  open, 
it  is  not  necessary  to  have  instruments  which  open  at 
different  angles,  as  it  suffices  to  turn  the  handle  vertical- 
ly or  horizontally  to  cut  in  either  direction.  The  punch 
which  I  show  you,  and  which  1  now  use,  is  difl'erent 
from  his,  and  I  have  come  to  the  conclusion  that  it 
should  be  as  strong  as  this  to  cut  the  dense  tonsillar  tis- 
sue. I  also  show  you  a  punch  which  I  got  in  London, 
but  which  I  have  not  found  strong  enough. 

In  some  cases,  instead  of  using  a  palate  hook  to  pull 
back  the  anterior  pillar,  I  have  used  the  ordinary  tongue 
depressor,  with  the  edge  of  the  blade  pressing  down  the 
tongue,  and  the  end  can  then  be  used  in  pulling  the 
anterior  pillar  back  from  the  tonsil;  thus  using  only 
one  instrument  beside  the  punch.  I  have  found  that 
the  cutting  of  the  tonsillar  fold  is  much  more  painful 
than  the  tonsil,  and  is  much  sorer  afterward.  I  agree 
thoroughly  with  Dr.  Gleitsmann  as  to  the  importance  of 
these  cases,  and  think  that  they  often  escape  notice  un- 
less carefully  and  thoroughly  examined.  I  have  here 
a  few  knives  of  different  shapes,  which  I  have  found 
useful  in  opening  up  the  diseased  crypts. 

Dr.  W.  H.  Daly,  of  Pittsburgh,  Pennsylvania:  I  am 
of  the  opinion  that  the  faucial  tonsil  is  not  necessarily 
a  part  of  the  normal  throat,  and  if  it  extends  beyond  the 
pillars  of  the  half  arch  it  ought  to  be  excised  back  as  far 
as  the  half-arch  pillars. 

In  listening  to  the  troubles  recounted  by  the  vari- 
ous gentlemen  about  instruments  for  these  operations  I 
must  also  enumerate  one  trouble  more,  a  very  glaring 
one,  and  that  is  the  instruments  themselves.  We  have 
entirely  too  many  instruments;  many  of  them  are  mere 
toys;  even  the  amygdalotome  is  not  a  necessary  instrument. 
There  is  no  operation  upon  the  tonsils  which  may  not 
be  well  done  with  two  knives  curved  upon  their  flat 
surface  and  of  proper  length,  a  rat-tooth  forceps,  and' 
a  tongue  depressor.  I  say  this  advisedly,  and  after  con- 
siderable experience  with  these  instruments,  and  a  dex- 
terous operator  can  do  the  neatest  possible  operation 
in  abscission  of  the  tonsils  with  them,  which  is  not  al- 
ways possible  with  the  amygdalotome. 

"^Now  with  regard  to  these  cases  of  hypertrophy  of 


42  7'he  American  Laryngological  Association. 

tonsil,  which  have  the  crypts  filled  with  cheesy  matter, 
with  possibly  fifty  to  eighty  points,  more  or  less,  of  de- 
posit, and  the  connective  tissue  all  absorbed,  so  that  there 
is  little  more  than  a  diseased  mass  of  network  of  fibrous 
tissue,  and  this  mass  is  in  all  effects  like  a  foreign  body. 
The  only  right  thing  to  be  done  is  to  get  the  patient  as 
quickly  as  possible  prepared  for  an  operation,  and  then, 
after  antiseptic  precaution,  dissect  out  the  tonsils  care- 
fully, leaving  the  throat  in  a  normal,  or  as  nearly  a 
normal  condition  anatomically  as  the  condition  will  ad- 
mit of. 

Dr.  Gleitsmann:  I  am  very  glad  to  have  heard 
the  criticism  of  my  paper  as  well  as  of  the  instrument 
presented,  although  I  am  decidedly  at  variance  with  some 
remarks  made  in  the  discussion.  When  Dr.  Farlow 
considers  the  instrument  not  strong  enough  to  excise  the 
tissue  to  be  removed  I  must  answer  that  it  cuts  as  well 
and  accurately  as  Heryng's  double  curettes  and  Euault's 
forceps,  both  of  which  I  have  made  use  of  in  the  case 
described  before  my  clipper  was  finished.  I  did  not 
experience  the  least  difficulty  in  cutting  through  the 
fold,  and  was  rather  surprised  at  the  ease  of  its  removal, 
when  compared  with  the  awkward  position  in  which 
Euault's  instrument  had  to  be  introduced  when  de- 
sired to  cut  horizontally,  for  which  purpose  it  was  not 
devised. 

In  regard  to  Dr.  Daly's  remarks,  I  may  say  that  I 
have  always  hesitated  to  introduce  new  instruments,  and 
I  agree  with  him  that  there  are  too  many  already.  But 
I  do  not  consider  instruments  superfluous  or  discourage 
new  devices  when  they  are  apt  to  facilitate  our  work. 
I  have  not  said  for  my  clipper  that  it  was  anything  but 
a  modification  of  Euault's  forceps,  which  is  applicable 
when  there  is  not  enough  tonsillar  tissue  left  to  use  the 
amygdalotome,  and  when  the  symptoms  warrant  a  re- 
moval of  the  offending  tissue — in  the  instance  described, 
of  a  vertical  fold  covering  the  diseased  tonsil.  Excision 
of  the  tonsil  is  here  out  of  the  question,  as  there  is  no 
actual  hypertrophy  present.  Other  means  can  be  em- 
ployed— for  instance,  curved  scissors,  as  cited  by  Allen 
— but  a  quicker  and  more  satisfactory  result  will  be 
achieved  by  an  instrument  constructed  on  the  principle 
described  in  my  paper. 

Exiiihition  of  Cases. 

A  Neoplasm  of  the  Nasal  Fossa. — Dr.  J.  H.  Bryan  : 

T   take   the   opportunity  of   bringing   before  you   this 


Discussion  on  Paper  of  Dr.  Gleitsmann.  43 

joiino;  man,  twenty  years  of  age,  who  is  suffering  with 
a  growth  in  the  left  nostril,  causing  some  projection 
of  the  nasal  bone  externally  and  extending  back- 
ward into  tiie  nasopharynx;  occluding  the  left  pos- 
terior naris  entirely,  and  nearly  occluding  the  right  also. 
In  exhibiting  this  case,  I  feel  somewhat  embarrassed  in 
presenting  him  in  the  shape  in  which  he  now  is.  I 
expected  to  show  him  and  the  tumor  separately.  But 
having  made  several  attempts  at  removal  of  this  mass 
without  success,  having  failed  to  get  the  wire  of  the 
galvanic  snare  around  its  base  on  two  or  three  occasions, 
I  desire  to  bring  him  before  you,  hoping  to  receive  some 
suggestions  as  to  how  best  to  remove  it.  He  has  had 
this  growth  for  several  years.  When  he  first  entered  the 
hospital  he  was  suffering  from  symptoms  of  obstruction; 
the  growth  filled  the  nasal  fossa  on  the  left  side,  but 
did  not  then  extend  through  into  the  nasopharynx. 
It  obstructed  the  posterior  naris  completely  on  the  left 
side,  and  extended  through  to  the  lip  anteriorly.  It 
appeared  to  have  broken  through  the  saeptum  as  the  re- 
sult of  pressure.  I  have  made  several  attempts  to  get 
a  wire  around  the  growth,  but  have  not  been  able  to  ac- 
complish it.  I  removed  a  small  portion  for  microscopic 
examination,  and  the  manipulation  was  attended  by  free 
haemorrhage.  Dr.  Walter  Reed,  United  States  Army,  our 
pathologist,  reported  that  it  was  a  fibrosarcoma. 

Dr.  Rice:  What  is  the  attachment  of  the  growth? 

Dr.  Bkyan:  I  do  not  know.  It  seems  to  be  confined 
to  the  nose,  and  does  not  extend  into  the  antrum.  It  is 
evidently  growing.  There  is  some  tumefaction  external- 
ly on  the  side  of  the  nose.  There  is  no  haemorrhage 
now,  but  it  bleeds  readily  upon  any  interference. 

Dr.  M.  E.  Ward:  The  case  Just  presented  by  Dr. 
Bryan  recalls  to  my  mind  a  case  of  nasopharyngeal 
growth  in  which  I  operated  four  years  ago,  and  illus- 
trates the  exceeding  great  difficulty  of  making  a  differ- 
ential diagnosis  between  a  simple  fibroma  undergoing 
inflammatory  change  and  a  fibrosarcoma.  The  specimen 
was  submitted  to  four  different  pathologists,  two  of 
whom  pronounced  it  a  simple  fibroma,  and  the  other 
two  called  it  a  fibrosarcoma.  The  fact  that  the  young 
man  still  lives,  four  years  after  the  operation,  with  no 
evidence  of  recurrence,  leads  me  to  believe  that  the 
growth  was  most  probably  a  simple  fibroma  undergoing 
inflammatory  change.  While  sarcoma  of  the  nose  is  not 
necessarily  a  fatal  disease,  yet  I  am  inclined  to  the  opin- 
ion that  it  is  far  more  fatal  than  the  literature  on  the 
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subject  would  warrant  us  in  believing.  It  is  no  easy 
matter  for  a  microscopist  to  differentiate  between  an 
intlammatory  exudate  and  a  small  round-celled  sarcoma, 
and  in  all  such  cases  an  element  of  doubt  exists  in  my 
mind  when  recovery  follows  an  operation  for  sarcoma  of 
the  nose. 

Dr.  J.  E.  Boylan:  I  agree  with  the  gentleman  who 
has  just  spoken,  that  there  might  be  a  question  as  to 
the  certainty  of  the  diagnosis  in  some  forms  of  sarcoma — 
as,  for  example,  in  the  small  round-celled  variet}' — 
even  when  a  most  careful  microscopic  examination  is 
made.  In  the  frequently  occurring  spindle-celled 
gi'owth,  however,  such  as  we  would  expect  to  find  in 
fibrosarcoma,  I  believe  the  microscopic  diagnosis  can  be 
accepted  as  conclusive,  as  there  is  no  condition  with 
which  the  characteristic  spindle-celled  formation  can 
readily  be  confounded. 

I  am,  further,  not  prepared  to  accept  the  fact  of  the 
patient's  recovery  as  proof  that  the  growth  is  not  a  true 
sarcoma;  quite  a  number  of  cases  of  recovery — with  im- 
munity lasting  for  years  at  least — are  on  record,  and  I 
wish  to  take  this  opportunity  of  stating  that  in  the  case 
which  I  had  the  honor  to  report  in  our  Transactions  of 
last  year,  and  in  which  the  microscope  demonstrated  the 
nature  of  the  growth  in  the  opinion  of  several  expert 
microscopists,  the  patient  is  still  in  good  health,  although 
nearly  three  years  have  now  elapsed  since  the  operation. 

Dr.  Casselbeeet:  Regarding  the  distinction  be- 
tween fibroma  and  sarcoma,  I  am  reminded  of  a  case 
which  I  operated  upon  several  years  ago,  and  reported 
as  a  rare  case  of  genuine  fibroma  of  the  nose  proper.  It 
was  of  firm  consistence,  vascular  on  section,  of  about 
four  years'  growth,  distended  the  nostril,  did  not  pro- 
trude into  the  nasopharynx,  and  was  visible  by  casual 
anterior  inspection.  It  was  packed  so  firmly  in  the 
inequalities  of  the  nostril  that  it  could  not  be  enveloped 
by  a  wire.  I  adopted  the  expedient  of  first  slitting  it 
into  pieces  by  a  galvano-cautery  knife  electrode,  and 
then  removing  these  by  an  incandescent  snare.  It  was 
attached  in  the  ethmoid  region,  and  the  ssepta  between 
these  cells,  and  also  the  turbinated  bodies,  had  under- 
gone absorption,  producing  a  single  large  nasal  cavern 
with  moderately  smooth  walls,  in  which  it  was  easy  to  see 
and  operate.  Microscopic  examination  by  a  competent 
expert  showed  it  to  be  a  pure  fibroma.  In  the  course  of 
two  or  three  weeks  I  removed  an  ounce  bottleful  of  the 
fragments.    The  case  made  a  good  recovery  and  has  had 
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no  recurrence.  This  case  of  Dr.  Bryan's  differs,  however, 
from  mine,  and  I  find  upon  touching  the  anterior  por- 
tion with  the  probe  that  it  is  soft.  This  is  a  point  of 
distinction:  the  sarcomata  are  rather  soft,  while  fibromata 
in  the  nose  are  harder.  In  this  case  the  growth  fills  up 
the  nose,  extends  into  the  pharynx,  and  causes  the  eye 
to  bulge  forward,  which  makes  me  think  that  it  arises 
from  the  antrum  of  Highmore.  I  recall  a  similar  case 
of  sarcoma  in  which  the  primary  origin  was  in  the  an- 
trum. In  that  event  only  an  external  major  operation  is 
available.  That  it  is  a  sarcoma  is  reasonably  certain, 
both  from  the  microscopic  report  and  from  its  clinical  as- 
pects, and  nasal  sarcoma  in  this  stage  of  development 
should  be  extirpated  with  thoroughness,  in  order  that 
a  hope  of  non-recurrence  may  be  held.  It  is  unfortunate 
that  patients  so  commonly  refuse  external  operations  for 
nasal  malignant  growths  until  too  late  a  period. 

Dr.  Wright:  The  fact  that  a  growth  exists  in  the 
nasopharynx  raises  in  my  mind  considerable  doubt  as  to 
its  benign  character,  even  at  the  age  of  this  patient;  but, 
when  springing  from  the  upper  anterior  part  of  the  nose, 
as  it  appears  to  do  in  this  case,  I  should,  in  the  absence 
of  a  microscopical  report,  consider  it  a  sarcoma.  Pure 
fibroma  of  the  nasal  passages  is  very  rare,  while  pure 
fibroma  in  the  nasopharynx  is  of  comparatively  common 
occurrence  in  male  adolescence.  In  the  posterior  por- 
tion of  the  nose  the  fibrous  aponeurosis  of  the  pharynx 
is  continued  for  a  short  distance  upon  its  upper  wall  and 
over  the  posterior  extremities  of  the  turbinate  bodies, 
and  the  new  growths  of  this  region  consequently  resem- 
ble those  occurring  in  the  pharynx.  A  pure  fibroma 
growing  from  the  anterior  portion  of  the  nose  is  almost 
unknown — that  is,  a  pure  fibroma. 

Dr.  J.  SoLTS-CoHEJf:  As  regards  the  therapeutics  of 
these  cases,  and  the  choice  of  operations,  I  think  the  best 
one  in  this  case  would  be  extirpation  after  access  by 
Rouge's  operation — lifting  the  nose  up,  and  access  by  the 
capacious  pharynx  to  the  remainder. 

Dr.  Bryan:  I  would  say  in  reply  to  the  last  speaker 
that  the  eye  symptoms  are  of  very  recent  date,  and  have 
appeared  only  since  my  last  effort  to  pass  the  wire — about 
a  month  ago.  At  that  time  I  spent  two  hours  wwking 
over  him,  and  he  lost  some  blood  and  was  very  much 
exhausted,  and  since  then  he  thinks  that  his  symptoms 
have  been  worse  than  before.  He  has  no  headache  at 
present,  and  his  dizziness  is  less  troublesome. 

Dr.  Simpson:  Could  this  not  be  classed  as  an  "  inop- 
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erable  "  case?  It  has  existed  for  several  years,  an  opera- 
tion would  be  very  difficult  to  perform,  it  could  not  be 
wholly  removed,  and  there  would  be  absolute  certainty 
of  its  return. 

Dr.  Solis-Cohen:  I  recall  one  of  my  patients,  a 
woman,  who  got  along  very  well,  and  who  lived  for  sev- 
eral years  after  the  operation  of  extirpation  from  nose, 
antrum,  and  pharynx,  after  exposure  by  Eouge's  pro- 
cedure. There  was  no  return  of  the  disease  for  several 
months  and  she  did  very  well,  but  growths  recurred  and 
recurred,  rendering  several  subsequent  operations  neces- 
sary through  nose  and  pharynx,  until  she  finally  suc- 
cumbed from  exhaustion.  This  patient  can  be  operated 
upon.  The  boy  is  only  twenty  years  of  age,  and  we 
should  try  to  save  him,  or  at  least  do  something  for  his 
relief  and  to  prolong  his  life.  There  is  no  difficulty  in 
getting  into  the  pharynx  and  in  removing  that  portion  of 
the  growth.  I  examined  it  hastily  and,  of  course,  from 
only  a  momentary  view  of  the  case,  could  not  say  posi- 
tively, but  it  would  be  my  opinion  that  the  growth 
should  be  removed  by  operation.  The  boy  will  die  with- 
out the  operation.  Is  it  worth  while  to  try  to  save  him? 
That  is  the  question  for  us  to  decide. 

Dr.  Rice:  I  have  had  several  cases  of  growths  aris- 
ing in  the  nasal  passages,  not  unlike  the  present  case. 
The  question  is,  as  Dr.  Cohen  has  said,  whether  we  shall 
allow  this  patient  to  die  without  any  assistance  or  at- 
tempt to  afford  him  some  relief.  The  growth  develops 
rapidly,  the  eye  symptoms  and  other  effects  of  pressure 
will  increase,  until  finally  the  patient  meets  a  welcome 
death.  This  recalls  a  similar  case  under  the  care  of  Dr. 
McBurney,  of  New  York,  during  the  last  winter.  Dr. 
McBurney  did  a  large  operation,  involving  the  removal 
of  the  upper  jaw,  the  orbit,  ethmoid,  and  antrum.  The 
boy  lived  for  several  months — it  may  have  been  a  year. 
In  my  opinion  it  was  much  better  to  operate  than  to 
allow  the  boy  to  die  without  operation.  This  case  is  un- 
doubtedly malignant.  As  Dr.  Wright  says,  pure  fibroma 
is  very  rare  in  this  portion  of  the  nose.  As  regards 
the  operation,  it  should  be  thorough  and  radical.  Opera- 
tions with  the  cold  or  hot  snare  are  insufficient;  we  can 
not  accomplish  anything  with  simple  intranasal  work  in 
the  majority  of  these  cases.  These  patients  will  go  on 
from  bad  to  worse  if  nothing  is  done  for  them.  "We  can 
not  see  them  die  without  making  an  attempt  to  assist 
them.  Once  having  decided  that  the  growth  is  malig- 
nant, the  entire  portion  affected  should  be  removed  by 
radical  operation. 
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Dr.  Mackenzie:  Long  experience  with  this  class  of 
cases  teaches  me  that,  for  complete  extirpation,  a  radical 
operation  is  nearly  always,  if  not  always,  necessary.  In 
many  instances,  unfortunately,  resort  to  capital  measures 
is  too  long  deferred.  Time  and,  in  the  case  of  malignant 
neoplasm,  life  are  thereby  lost. 

In  Rouge's  operation,  referred  to  by  Dr.  Cohen,  it 
is  often  imjjossible  to  get  at  the  entire  area  occupied  by 
the  growth,  and  therefore  some  such  procedure  as  that 
of  Langenbeck,  in  which  the  upper  jaw  is  rotated  out- 
ward, must  be  undertaken.  I  think  the  present  occasion 
a  peculiarly  appropriate  one  to  insist  upon  the  impor- 
tance of  early  diagnosis  and  radical  operative  procedure 
in  cases  of  actual  or  suspected  malignant  or  semimalig- 
nant  tumors  of  this  region. 

Individual  growths  occupying  the  extensive  area  cov- 
ered by  the  present  one  should  always  be  regarded  with 
suspicion,  as  they  are  often  malignant  in  nature.  On  the 
other  hand,  enormous  simple  fibrous  tumors  are  occa- 
sionally seen  in  this  situation,  producing  great  deformity 
and  occupying  both  nasal  passages  and  nasal  pharynx. 
Such  a  case  has  recently  come  under  my  notice.  After 
ineffectual  attempts  at  removal  through  the  natural  pas- 
sages, a  modified  Langenbeck  operation  was  resorted  to 
and  the  entire  growth,  with  its  attachments,  removed. 
The  microscope  showed  it  to  be  a  simple  fibroma. 

Paper. 

ON  THE  TREATMENT  OF  CHRONIC  FRONTAL  SINUSITIS  BY 
MEANS  OF  AN  OPExVING  THROIKJH  THE  ANTERIOR 
WALL   OF   THE   SINUS,   AND    DRAINAGE    THROUGH   THE 

NOSE. 

By  J.   H.   BRYAN,   M.  D. 

In  bringing  this  subject  before  the  association  again 
it  is  with  the  desire  of  trying  to  impress  still  further 
upon  you  the  frequency  of  the  anomalies  that  are  met 
with  in  the  fronto-ethmoidal  and  the  fronto-maxillary 
regions;  and  also  to  direct  your  attention  to  a  method 
of  treating  chronic  suppurative  inflammations  of  the 
frontal  sinus  which  seems  to  shorten  very  materially  the 
duration  of  this  most  obstinate  disease.  There  is  prob- 
ably no  affection  in  the  whole  domain  of  surgery 
that  tries  the  patience  and  skill  of  the  surgeon  more- 
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than  chronic  abscesses  affecting  this  cavity,  especially 
when  they  also  involve  the  ethmoidal  region.  When  we 
consider  the  accompanying  photographs,  the  wonder  is 
not  that  they  are  so  resistant  to  treatment  but  that  recov- 
ery ever  takes  place. 

With  an  increased  knowledge  of  the  anatomy  of 
these  cavities,  and  the  advances  that  have  been  made  in 
surgery,  the  success  met  with  in  treating  these  affections 
has,  it  may  be  said,  kept  abreast  of  the  surgery  of  other 
regions. 

Until  within  recent  years  suppurating  frontal  sinusi- 
tis has  been  considered  to  be  an  uncommon  disease  in  this 
country,  but  since  the  frequent  visitations  of  epidemic 
influenza  the  cavity  involved,  as  well  as  the  other  acces- 
sory sinuses,  are  found  to  be  very  frequently  affected. 

The  mortality  of  this  affection  is  much  greater  than 
is  generally  supposed,  owing  to  the  ready  extension  of 
the  morbid  process  to  the  brain. 

The  three  sinuses,  the  frontal,  ethmoidal,  and  maxil- 
lary, are  frequently  affected  at  the  same  time,  having  a 
common  origin  for  their  disorder  in  the  extension  of  the 
pathogenic  organisms  of  an  influenza  from  the  nose. 
In  some  instances  one  cavity,  generally  the  frontal,  is 
acutely  inflamed  in  the  course  of  an  influenza,  and  the 
ethmoidal  and  maxillary  are  subsequently  involved  by 
an  extension  of  the  morbid  process  to  them,  which  can 
readily  take  place  owing  to  their  very  intimate  relations 
and  to  the  very  thin  bony  partitions  separating  them. 
Again,  the  extension  may  take  place  through  direct  but 
anomalous  passages  which  are  occasionally  found  con- 
necting the  sinuses.  This  is  especially  the  case  in  the 
relation  of  the  frontal  and  maxillary  cavities.  In  a  pre- 
vious communication  I  exhibited  a  drawing  of  an  inter- 
esting preparation  in  the  Army  Medical  Museum  which 
showed  a  direct  communication  between  the  frontal  and 
maxillary  cavities,  thus  explaining  the  readiness  with 
which  abscess  of  the  antrum  could  complicate  a  suppura- 
tive inflammation  of  the  frontal  sinus.  I  regarded  this  as 
a  rare  anomaly,  for  I  could  find  no  mention  of  this  con- 
dition in  the   anatomical   works   consulted.     Recently, 
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however,  I  have  read  a  paper  by  Dr.  Fillebrown,*  of 
Boston,  who  has  made  some  interesting  investigations 
on  this  subject.  He  states  that  he  examined  "  eight 
different  specimens  in  which  the  infundibulum,  instead 
of  terminating  in  the  middle  meatus,  continues  as  a  half 
tube,  which  terminates  directly  in  the  foramen  of  the 
maxillary  sinus.  In  seven  of  these  specimens  there  was 
a  fold  of  membrane  which  served  as  a  continuation  of 
the  unciform  process,  and  reached  upward  covering  the 
foramen,  forming  a  pocket  which  effectually  prevented 
any  secretion  from  the  frontal  sinus  getting  into  the 
meatus  until  the  antrum  and  pocket  were  full  to  over- 
flowing." In  a  private  communication  he  further  states 
that  he  examined  fifteen  more  crania  and  found  the 
infundibulum  as  described  in  his  paper,  and  the  pocket 
was  present  in  all  but  two.  This  so-called  anomalous 
condition,  according  to  this  authority,  then  occurs  very 
often.  As  it  has  a  very  important  bearing  on  the  pa- 
thology of  these  cavities,  it  is  a  subject  that  should  be 
still  further  investigated.  Owing  to  the  very  intimate 
relation  of  the  frontal  sinus  to  the  ethmoid  bone,  an 
involvement  of  the  fronto-ethmoidal  cells,  or  the  cells 
formed  by  the  union  of  these  two  bones,  by  an  extension 
of  the  morbid  process  from  the  frontal  sinus  is  of  com- 
mon occurrence.  I  believe  in  nearly  all  severe  cases  of 
empyema  of  this  cavity  the  fronto-ethmoidal  cells  and 
the  ethmoidal  cells  proper  are  involved  to  a  greater  or 
lesser  degree. 

In  approaching  a  case  of  frontal-sinus  abscess,  with 
the  view  of  an  external  operation,  great  caution  must  be 
exercised  by  the  surgeon,  for  the  sinuses  vary  greatly  in 
size,  and  the  variation  between  the  two  cavities  in  the 
same  subject  is  sometimes  very  marked.  In  nearly  all 
cases  in  normal  conditions  they  are  separated  by  a  saep- 
tum,  which  in  the  majority  of  instances  is  complete,  al- 
though the  cavities  occasionally  communicate  through  a 
small  opening.  The  saeptum  is  frequently  not  straight, 
deviating  to  one  side  or  the  other,  thereby  rendering 

*  International  Dpntal  Journal,  1807. 
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one  cavity  smaller  than  the  other,  while  in  disease  it  is 
either  entirely  or  partially  destroyed. 

There  is  no  external  sign  which  will  enable  us  to  as- 
certain the  size  of  the  sinuses,  the  prominence  of  the 
superciliary  ridges  being  no  guide  as  to  the  dimension 
of  the  cavities  beneath  them. 

Herbert  Tilley,*  in  an  examination  of  one  hundred 
and  twenty  skulls,  found  these  cavities  varying  to  a  great 
degree.     He  found  the  sinus  large  enough  in  some  in- 


FiG.  1. — A,  A,  floor  of  frontal  eimisfs,  which  is  observed  to  extend  posteriorly  to 
an  unusual  degree.  ^B,  B,  anterior  fronto-ethmoidal  cells  projecting  into  the 
sinupes. 


stances  to  contain  an  ordinary  bean,  while  the  other  was 
ten  times  as  large,  and  occasionally  the  sinus  was  absent. 
He  considers  a  sinus  normal  when  it  measures  twenty- 
eight  millimetres  from  the  median  line  outward,  reaching 
to  about  the  junction  of  the  inner  and  middle  thirds  of 

*  Lance/,  London,  September  26,  1896. 
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the  supraorbital  ridge;  and  in  vertical  extent,  measured 
from  the  nasion,  from  twenty  to  twenty-two  millimetres. 

Lamb  *  has  also  made  sojnu  measuriMueiits  ol'  these 
cavities  which  may  be  of  some  interest,  as  they  are  ex- 
pressed in  a  different  way.  He  slates  that  he  found  the 
right  cavity  with  a  varying  capacity  from  a  third  to  a 
drachm  and  a  half,  or  one  and  a  third  to  six  cubic 
centimetres,  while  that  of  the  left  cavity  was  from 
a  third  to  a  sixth  of  a  drachm,  or  one  and  a  third  to  four 
and  two  thirds  cubic  centimetres;  as  showing  the  differ- 
ence existing  between  the  two  sides,  he  found  in  one  case 
the  left  sinus  was  to  the  right  as  70  to  95. 

Fig.  1  is  a  photographic  view  of  a  frozen  section  of 


Pig.  3.— Showing  the  intricate  arrangement  of  the  ethmoid  cells,  with  the  pos- 
terior cells,  D,  I),  unusually  developed.    C,  C,  sphenoidal  sinuses. 

the  head  of  an  adult  negress  just  above  the  floor  of  the 
frontal  sinuses. 

*  Reference  Handbook  of  the  Medical  Siexces,  vol.  vii,  p.  669. 


52  The  American  Laryngological  Association. 

In  this  subject  the  size  of  the  cavities  is  unusually 
large,  and  they  project  posteriorly  to  a  greater  depth 
than  usual.  Another  interesting  feature  of  this  section 
is  the  development  of  the  fronto-ethmoidal  cells,  the  most 
anterior  of  which  are  seen  to  project  into  the  frontal 
cavities. 

Fig.  2  is  a  section  made  on  a  lower  plane,  passing 
through  the  ethmoid  cells,  and  which  shows  very  clearly 
the  intricate  arrangement  of  these  cells. 

Of  the  various  methods  proposed  for  the  treatment 
of  these  chronic  cases,  the  external  method  is  generally 
conceded  by  most  authorities  to  be  the  best. 

The  operation  that  offers  the  greater  advantages  is 
that  proposed  originally  by  Ogston,*  and  latterly  inde- 
pendently advocated  by  Luc.f  In  this  operation  the 
incision  is  made  in  the  median  line,  commencing  at  the 
root  of  the  nose  and  extending  from  an  inch  and  a  half 
to  two  inches  on  to  the  forehead. 


Fig.  3. 

The  skin  and  periosteum  are  elevated,  and  a  centi- 
metre of  bone  removed  by  means  of  a  small  crown 
trephine  (Fig.  3)  applied  just  outside  of  the  median 
line  and  immediately  above  the  supraorbital  ridge.  This 
opening  will  be  found  sufficiently  large  to  allow  of  a 
thorough  exploration  of  the  sinus,  and  of  the  removal 
by  means  of  the  curette  of  any  carious  bone  or  polypoid 

*  Medical  Chronicle^  December,  1894. 

f  Archiv.  internal,  de  laryngol.,  Paris,  1896,  ix,  pp.  163-178. 
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tissue  that  may  be  present.  The  fronto-nasal  duet  should 
now  be  located  with  a  probe,  and  enlarged  by  passing  a 
trocar  into  the  nose,  using  the  little  finger  within  the  nos- 
tril as  a  guide.  This  duct  is,  as  a  rule,  situated  quite  far 
back,  and  generally  forms  a  large  curve  in  its  passage  into 
the  nasal  cavity.  If  the  trocar  is  passed  into  the  nose  at 
this  point  all  danger  of  fracture  of  the  cribriform  plate  of 
the  ethmoid  bone  will  be  avoided,  as  well  as  the  risk  of 
septic  infection. 

After  thoroughly  removing  all  diseased  tissue  and 
washing  the  cavity  out  with  antiseptic  solutions  the  lin- 
ing membrane  may  be  touched  with  a  twenty-per-cent. 
solution  of  chloride  of  zinc.  A  self-retaining  rubber 
drainage-tube  (Fig.  4)  should  now  be  introduced  through 


the  enlarged  fronto-nasal  duct,  and  the  wound  closed  by 
means  of  interrupted  or  subcutaneous  sutures,  and  her- 
metically sealed  with  iodoform  and  collodion. 

The  following  is  a  report  of  an  instructive  case,  show- 
ing some  of  the  difficulties  met  with  in  treating  these 
very  obstinate  and  serious  conditions. 

Mrs.  ,  aged  fifty-eight  years,  consulted  me  June 

26,  189G,  giving  the  following  history:  About  two  years 
ago  she  had  a  severe  attack  of  influenza,  which  was  pre- 
vailing at  that  time.  The  inflammation  was  confined 
principally  to  the  upper  respiratory  tract.  She  suffered 
from  excruciating  headaches,  the  severity  of  which  sub- 
sided as  the' inflammation  grew  less  severe.  The  head- 
aches have  been  continuous,  however,  being  greater  at 
times  than  at  others,  and  they  have  been  attributed 
to  various  ocular  disturbances,  which  were  not  relieved 
by  treatment. 

She  also  complained  of  catarrhal  symptoms,  the  se- 
cretions being  thick  and  yellow  and  confined  to  the  left 
side  of  the  nose.  When  she  came  under  my  observation, 
June  26th,  she  had  the  following  symptoms:  Pain  over 
the  left  side  of  the  face,  but  of  greatest  intensity  over 
the  supraorbital  ridge  and  at  the  internal  angle;  morn- 
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ing  nausea,  loss  of  appetite,  and  general  lassitude.  The 
facial  expression  was  an  anxious  one. 

On  rhinoscopic  examination  pus  was  observed  in  the 
left  middle  meatus,  passing  freely  into  the  nasopharynx 
and  through  the  anterior  nares.  The  middle  turbinate 
was  somewhat  enlarged.  Percussion  on  the  frontal  bone 
and  over  the  canine  fossa  was  accompanied  by  consid- 
erable pain.  The  electric  light  showed  the  left  frontal 
and  maxillary  sinus  to  be  opaque. 

July  1st. — The  left  second  upper  molar  tooth  was 
extracted  and  a  small  abscess  found  at  the  apex  of  the 
palatine  root,  which,  however,  did  not  communicate  with 
the  sinus.  The  antrum  was  opened  by  means  of  a  small 
trephine  at  this  point  and  a  large  quantity  of  thick,  foetid 
pus  evacuated.  The  cavity  was  irrigated  daily  with  a 
saturated  solution  of  boric  acid  and  hydrogen  dioxide. 
Under  this  method  of  treatment  the  inflammation  in 
the  antrum  subsided  within  three  or  four  weeks. 
While  the  quantity  of  secretion  within  the  nose  was  some- 
what reduced,  the  frontal  headaches  continued  with 
about  the  same  severity.  Upon  my  return  from  my  sum- 
mer vacation,  September  1st,  I  found  the  patient's  con- 
dition about  the  same  as  when  I  left  her  on  July  1st,  with 
the  exception  that  the  frontal  pains  seemed  to  be  more 
severe.  On  attempting  to  probe  the  fronto-nasal  duct 
the  anterior  ethmoid  cells  were  found  to  be  in  a  state 
of  caries,  which  condition  did  not  exist  or  was  not  dis- 
covered when  previous  attempts  at  probing  were  made. 

September  IJ^th. — Curetted  the  anterior  ethmoid 
cells,  removing  several  large  spicula  of  bone,  which  re- 
sulted in  better  drainage,  with  a  slight  abatement  of  the 
frontal  pain. 

October  10th.- — During  the  past  ten  days  there  has 
been  no  improvement  in  the  patient's  condition;  the 
frontal  headaches  have  increased  and  are  accompanied 
by  nausea  and  vertigo.  To-day,  for  the  first  time,  there 
was  detected  a  slight  swelling  of  the  skin  over  the  left 
frontal  region  with  some  pitting  on  firm  pressure.  The 
patient's  condition  had  now  become  so  serious  that  an 
external  operation  was  insisted  upon. 

13th. — After  thoroughly  cleansing  the  parts  a  ver- 
tical incision  was  made  in  the  median  line  extending 
from  the  nasal  boss  to  two  inches  on  the  forehead;  the 
integument  and  periosteum  were  elevated,  and  a  small 
button  of  bone  about  a  centimetre  in  diameter  was  re- 
moved from  over  the  frontal  sinus  by  means  of  a  crown 
trephine   applied   about  two   lines   to   the   left   of   the 
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median  line  and  about  three  to  four  lines  above  the  supra- 
orbital ridge.  After  removing  the  bone  with  the  tre- 
phine the  cavity  was  found  hlled  with  a  thick,  foetid, 
purulent  secretion,  and  with  numerous  small  granula- 
tions. 

The  cavity  was  thoroughly  curetted  and  washed  out 
with  a  solution  of  bichloride  of  mercury  (1  to  3,00U). 
It  was  then  discovered  that  the  posterior  wall  at  its  most 
dependent  part  was  the  seat  of  extensive  caries,  which 
was  carefully  removed  with  a  sharp  spoon.  The  sseptum 
was  examined  and  found  to  be  intact.  The  fronto-nasal 
duct,  which  was  situated  unusually  far  back,  was  en- 
larged by  means  of  a  trocar  passed  into  the  nose,  using 
the  little  finger  as  a  guide,  and  a  drainage-tube  was 
introduced  through  the  enlarged  opening.  The  external 
wound  was  then  closed  by  means  of  a  subcutaneous  cat- 
gut suture,  and  hermetically  sealed  with  iodoform  and 
collodion. 

]5th. — The  patient  has  fully  recovered  from  the 
effects  of  the  operation,  and  is  quite  comfortable,  with 
no  pain  in  the  head.  Temperature  and  pulse  normal. 
The  secretions  are  passing  freely  through  the  drainage- 
tube.  The  sinus  was  washed  out  with  a  solution  of 
formalin  (1  to  3,000).  This  ap])lication  was  attended 
with  considerable  pain,  which,  however,  subsided  in  a 
few  minutes. 

The  use  of  the  formalin  solution  was  persisted  in 
notwithstanding  the  pain,  as  it  was  considered  to  be  an 
ideal  antiseptic  for  such  cases,  in  view  of  its  supposed 
penetrating  qualities;  but  little  benefit  could  be  obtained 
from  its  use,  as  the  secretions  continued  to  flow  through 
the  drainage-tube  in  about  the  same  quantity.  The  pa- 
tient continued  to  do  well  until  the  morning  of  October 
23d,  when  the  drainage-tube  slipped  out  of  the  nose. 
The  cavity  was,  however,  thoroughly  washed  out  with  the 
formalin  solution  through  a  Eustachian  catheter.  8 
A.  M.,  temperature,  98°;  9  p.  m.,  100.6°.  During  the  day 
she  complained  of  great  general  discomfort  and  pain 
in  the  head.  There  was  also  noticed  a  slight  puffiness 
of  the  skin  over  the  opening  into  the  frontal  sinus. 

2Jtttk. — The  patient  passed  a  restless  and  wakeful 
night,  suffering  greatly  from  hiccough,  and  complaining; 
frequently  of  chilly  sensations.  8  a.  m.,  temperature,  98°. 
At  9  p.  M.  she  had  a  severe  chill,  followed  by  vomiting. 
11  A.  M.,  temperature,  103.6°.  She  was  given  a  brisk 
cathartic,  and.  after  a  thorough  evacuation  of  the  bowels, 
she  received  in  a  suppository  ten  grains  of  quinine  every 
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three  hours,  and  half  an  ounce  of  whisky  every  two 
hours.  The  sweUing  over  the  frontal  sinus  was  greatly 
increased  and  more  painful.  The  iodoform  and  collo- 
dion dressing  was  removed,  when  an  abscess  was  found 
to  have  formed  in  the  lower  half  of  the  line  of  incision. 
This  was  thoroughly  cleansed  with  hydrogen  dioxide  and 
dressed  with  iodoform  gauze.  The  sinus  was  washed  out 
with  a  saturated  boric-acid  solution  and  hydrogen  diox- 
ide.   At  10  p.  M.  the  temperature  had  fallen  to  101.4°. 

25tli. — There  was  a  decided  improvement  in  the  pa- 
tient's condition  this  morning.  The  sinus  and  wound 
were  treated  as  on  the  previous  day.  8  a.  m.,  tempera- 
ture, 99.4°;  9  p.  M.,  100.4°. 

26tli. — Passed  a  good  night;  secretions  from  the 
frontal  sinus  very  much  diminished,  and  frontal  wound 
healing,  the  margins  of  which  were  now  drawn  to- 
gether with  adhesive  strips.  8  a.  m.,  temperature,  99.3°; 
9  P.  M.,  99.2°. 

21'th. — The  temperature  was  normal  this  mornings 
and  continued  so  during  the  rest  of  the  patient's  illness. 
Under  the  local  application  of  the  boric-acid  solution  and 
hydrogen  dioxide  the  secretions  from  the  sinus  rapidly 
subsided.  The  frontal  wound  healed  within  ten  or  twelve 
days  without  leaving  a  very  perceptible  scar,  the  natural 
cleavage  of  the  skin  being  a  little  more  pronounced  than 
originally. 

The  patient  was  practically  well  within  six  weeks 
from  the  date  of  the  operation.  The  duration  of  her 
treatment  might  have  been  very  much  reduced  had  it 
not  been  for  the  unfortunate  accident  resulting  in  a 
slight  septic  infection.  Tliis  infection  can  be  accounted 
for  in  one  of  two  ways.  The  operation  was  done  in  as 
thoroughly  an  aseptic  manner  as  possible,  but  after  the 
drainage-tube  slipped  out  of  the  nose  some  retention 
of  pus  probably  took  place  and  the  under  surface  of  the 
frontal  wound,  which  was  in  close  proximity  to  the  open- 
ing into  the  sinus,  might  have  received  some  infection 
from  the  cavity,  or  the  catgut  suture  employed  may 
not  have  been  absolutely  sterile.  I  believe  the  infection 
took  place  from  the  sinus.  All  danger  of  retention 
could  have  been  avoided  had  a  self-retaining  drainage- 
tube  been  used. 

The  operation  offers  many  advantages  over  that  of 
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making  the  incision  along  the  under  surface  of  the  supra- 
orbital ridge  and  entering  the  sinus  at  the  inner  angle, 
in  that  the  opening  is  made  sufficiently  large  to  permit 
of  a  thorough  inspection  of  the  interior  of  the  cavity, 
and  any  diseased  tissue,  as  carious  bone,  granulation  or 
polypoid  tissue  can  be  thoroughly  removed;  the  sseptum 
dividing  the  two  cavities  can  be  thoroughly  inspected 
to  ascertain  whether  it  is  intact,  and  a  drainage-tube 
passed  from  the  sinus  into  the  nose  without  any  danger 
of  injuring  the  cribriform  plate  of  the  ethmoid  bone. 

The  method  of  treating  empyema  of  this  cavity  by 
passing  a  drainage-tube  through  the  frontal  opening  into 
the  forehead  leaves  a  very  unsightly  scar,  and  occasion- 
ally the  patient  recovers  with  a  fistulous  opening  in  the 
forehead. 

Discussion. 

Dr.  Swain:  I  should  like  to  inquire  where  the  in- 
cision was  made? 

Dr.  Bryan:  It  was  made  in  the  median  line,  begin- 
ning at  the  root  of  the  nose  and  extending  from  an  inch 
and  a  half  to  two  inches  into  the  forehead. 

Dr.  Cohen:  What  is  the  condition  of  the  scar  at 
present? 

Dr.  Bryan:  There  is  a  fine  line,  exaggerating  some- 
what the  natural  cleavage  of  the  skin. 

Dr.  Casselberry:  Did  you  dissect  up  the  skin  and 
periosteum  together  in  one  flap? 

Dr.  Bryan:  Yes. 

Dr.  Mackenzie:  Great  caution  should  be  exercised 
in  the  use  of  strong  antiseptics  in  the  nasal  and  accessory 
cavities.  Experiments  carried  out  by  Halsted,  in  Balti- 
more, show  that  they  lower  the  vitality  of  wounds,  and 
therefore  increase  suppuration.  Bichloride  of  mercury, 
in  the  strength  of  1  to  10,000,  produces  in  fresh  wounds 
a  line  of  superficial  necrosis  recognized  by  the  micro- 
scope. I  have  long  since  abandoned  the  use  of  strong 
antiseptic  solutions,  and  have  substituted  for  them  sim- 
ple methods  of  producing  asepsis.  The  same  may  be  said 
of  drainage-tubes,  which  are  often  nothing  more  than 
pus-producers  and  carriers  of  infection. 

Dr.  Casselberry:  I  have  noticed  in  the  foreign 
journals  during  the  past  year  reports  of  several  cases  of 
success  following  Luc's  new  operation  for  empyema  of 
the  frontal  sinuses,  and  we  are  indebted  to  Dr.  Bryan 
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for  what  is  probably  the  first  report  on  this  particular 
operation  made  in  this  country.  He  confirms  Luc's  fa- 
vorable advices.  The  success  of  this  external  operation 
and  its  freedom  from  objections  is  the  more  marked  since 
intranasal  operating,  in  my  experience,  is  unsatisfactory, 
so  far  as  concerns  an  absolute  cure  of  the  frontal-sinus 
empyema,  and  since  by  the  old  external  operations  there 
was  left  a  scar  and  often  a  permanently  discharging  sinus. 
The  chances  of  success,  therefore,  are  much  better  by  Luc's 
method,  which  offers  in  the  first  place  a  better  chance 
of  permanent  cure,  and,  secondly,  that  without  much 
scar.  In  cases  in  which  I  have  operated  by  the  intra- 
nasal method,  removing  the  anterior  end  of  the  middle 
turbinated  body  and  all  obstructing  granulations  and 
polypi,  in  order  to  secure  better  drainage,  benefit  has 
accrued;  the  headaches  stopped,  the  discharge  lessened, 
and  the  patients  are  more  comfortable,  but  generally 
dissatisfied  that  a  perfect  cure  has  not  resulted,  and  yet 
wearied  by  treatment  to  the  point  of  refusing,  as  a  last 
resort,  an  external  operation.  Therefore,  I  should  con- 
sider it  expedient  in  future  to  carry  out  the  plan  of  Dr. 
Bryan,  and  recommend  Luc's  external  operation  at  once 
without  losing  time  by  intranasal  procedures  other  than 
the  removal  of  obstructing  polyps,  which  should  be  done 
in  any  event. 

Dr.  W.  H.  Daly,  of  Pittsburgh:  I  should  like  to  ex- 
press a  thought  which  arose  while  I  was  listening  to 
this  report,  and  that  is,  that  it  is  a  source  of  high  grati- 
fication that  this  able  work  has  been  done  by  an  honored 
member  of  our  association,  and  I  know  of  no  one  who 
is  so  well  situated  and  equipped  to  do  the  work  as  Dr. 
Bryan,  situated  as  he  is  in  proximity  to  all  the  advan- 
tages afforded  by  the  Army  Medical  Museum  and  other 
facilities.  I  have  advised  this  operation  repeatedly,  but 
the  patients  had  always  declined  on  account  of  the  ex- 
ternal scars  which  are  necessarily  produced. 

Now  also  let  me  say  that  while  I  like  to  agree  with 
almost  anything  that  Dr.  Mackenzie  says  in  our  discus- 
sions, I  must  differ  with  him  totally  about  the  use  of  1-to- 
4,000  solution  of  bichloride  of  mercury.  I  don't  see 
how  I  could  get  along  without  it  in  my  operations  about 
the  nose,  throat,  and  mouth.  I  am  using  it  now  three 
times  in  the  twenty-four  hours,  in  three  or  four  cases, 
with  absolutely  no  necrosis  or  other  untoward  effect — 
quite  the  contrary  in  one  case  where  I  recently  removed 
all  of  the  left  side  of  the  lower  jaw,  from  the  median 
line  to  the  ramus,  by  means  of  the  chisel  and  gouge,  leav- 
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ing  only  enough  dead  bone  to  protect  the  periosteum 
and  insure  new  growth  of  bone,  and  give  the  jaw  support. 
There  is  now  ahnost  entire  reproduction  of  the  jaw, 
and  there  has  not  been  at  any  time  any  necrosis  from  the 
use  of  the  mercury  solution  of  1  to  4,000.  I  have 
watched  this  growth  of  bone  from  day  to  day,  removing 
the  packing  of  iodoform  gauze  and  using  the  douche  of 
1  to  4,000^  then  repacking,  and  nothing  could  be  hap- 
pier in  its  effect  or  more  rapid  in  its  progi'ess. 

I  sincerely  hope  that  Dr.  Mackenzie's  remarks  will 
not  lead  a  single  person  to  abandon  that  most  useful  of 
all  the  antiseptic  solutions  known  to  surgery  in  any  case 
where  one  can  prevent  the  solution  from  getting  into  the 
lungs  or  stomach. 

Dr.  Wright:  I  remember  that  about  a  year  ago  1 
examined  a  large  number  of  sections  of  the  skull  with 
especial  reference  to  the  questions  which  had  been  raised 
by   Dr.   Bi7an,   incited   thereto  by   a  pearl   of   wisdom 
dropped  bv  him  at  our  meeting  at  Rochester— that  is, 
that  the  proximity  of  the  mouths  of  the  ducts  of  the 
frontal  sinus  and  the  ethmoid  cells  to  that  of  the  antrum 
of  Highmore  in  the  hiatus  semilunaris  would  suggest  that 
secretmns  from  the  ethmoid  cells  and  the  frontal  smus 
in  many  cases  would  drain  into  the  antrum  of  High- 
more.     In  mv  investigations  I  found  that  by  filling  the 
frontal  sinus  Vith  water,  the  fluid,  in  almost  every  case, 
instead  of  going  out  through  the  nose  passed  into  the 
antrum  of  Highmore.    I  have  seen  a  number  of  cases  m 
which  pus  in  the  antrum  was  the  first  symptom  of  dis- 
ease of  the  frontal  sinus.     I  recall  a  case  in  which  the 
patient  gave  a  clear  history  of  previous  disease  of  the 
frontal  sinus.    I  made  a  large  opening  into  the  antrum  of 
Highmore  and  found  it  contained  a  large  quantity  of 
pus;  this  secured  a  good  result  in  spite  of  the  fact  that 
in  this  case  I  am  sure  that  the  disease  originated  m  the 
frontal  sinus.     If  the  drainage  is  good,  it  is  perfectly 
certain  that  many  a  patient  with  frontal-sinus  disease 
may  get  well  spontaneously,  but  if  the  duct  is  obstruct- 
ed it  is  a  very  different  matter.     I  can  not  quite  agree 
with  Dr.  Bryan  as  to  the  rarity  of  frontal  sinusitis. 
That  is  to  say,  I  regard  catarrhal  inflammation  of  the 
frontal  sinus  as  of  rather  frequent  occurrence,  and  most 
of  them  get  well  of  themselves.    Although  cases  of  acute 
abscess  of  the  frontal  sinus  are  rather  uncommon,  even 
many  of  them  get  well  without  radical  treatment. 

Dr.  Nichols:  Last  year  a  case  of  this  kind  came  un- 
der my  care  in  the  hospital,  and  it  was  doing  very  well 
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after  operation,  when  a  young  house  surgeon  introduced 
a  solution  of  l-to-3,000  bichloride  of  mercury.  An  in- 
tense degree  of  inflammation  resulted,  and  a  cellulitis  was 
set  up,  obliging  me  to  open  the  wound.  The  wound 
finally  healed  up,  but  the  result  was  delayed  several  weeks 
by  the  use  of  the  bichloride  of  mercury. 

With  regard  to  the  remarks  of  Dr.  Wright,  as  to  the 
■close  relation  between  diseases  of  the  frontal  sinus  and 
maxillary  antrum,  there  is  a  point  of  differential  diag- 
nosis that  1  would  submit  for  consideration:  if  the  dis- 
charge comes  from  the  frontal  sinus,  it  will  be  observed 
to  be  in  the  form  of  long,  wormy  shreds;  but  if  it  origi- 
nates in  the  antrum,  the  discharge  is  in  the  form  of  a 
thick  mass  of  pus. 

Dr.  Mackenzie:  Dr.  Daly  has  misunderstood  me. 
The  structural  changes  produced  by  the  antiseptic  in 
question  are  only  discoverable  under  the  microscope. 
I  have  by  no  means  discarded  the  use  of  bichloride  of 
mercury.  No  sane  man  questions  its  value  as  an  anti- 
septic; but,  in  open  wounds,  if  I  use  it  at  all,  I  use  it  in 
very  weak  solutions. 

Dr.  Faklow:  I  would  inquire  of  Dr.  Bryan  if  it  is 
not  also  possible  for  the  disease  to  extend  from  the  an- 
trum of  Highmore  into  the  frontal  sinuses,  going  from 
below  upward?  In  some  experiments  made  at  the  Har- 
vard Medical  School  it  was  possible  to  inject  fluids 
through  the  antrum  into  the  frontal  sinus,  and  an  in- 
flammatory process  might  extend  in  the  same  way.  In 
the  ordinary  erect  posture  the  drainage  would  natu- 
rally be  in  the  opposite  direction.  In  certain  positions 
of  the  head,  however,  a  disease  which  had  originated  in 
the  antrum  might  extend  to  the  frontal  sinus. 

Dr.  Bryan:  I  am  very  glad  to  see  that  Dr.  Wright  has 
corroborated  my  remarks  with  regard  to  the  frequency 
of  communication  between  the  frontal  sinus  and  the 
antrum,  for  I  think  that  this  point  has  not  received 
sufficient  attention.  I  have  seen  a  number  of  cases  of 
antrum  disease  originating  in  the  frontal  and  ethmoidal 
cavities.  I  have  now  a  case  of  antrum  disease  following 
suppurating  ethmoiditis.  The  physician  who  saw  the 
■case  with  me  in  consultation  thought  that  it  was  some 
intramaxillary  disease.  Treatment  was  instituted,  and 
the  patient  improved,  but  after  an  interval  of  eight  years 
the  patient  has  returned,  and  there  is  now  decided  in- 
volvement of  the  frontal  sinus,  with  necrosis  of  the 
•ethmoid  cells,  while  the  antrum  is  clear. 

Now,   with   regard  to  the  question  of  Dr.   Farlow, 
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as  to  whether  or  not  the  disease  could  extend  from  the 
maxillary  sinus  to  the  frontal  sinus  on  account  of  work- 
ing its  way  upward,  I  would  say  that  these  specimens 
made  by  Dr.  Fillebrown  decide  this  point,  and  it  is  seen 
that  the  discharge  could  work  its  way  upward  as  well  as 
downward. 

In  speaking  upon  the  subject,  I  referred  to  the  fact 
that  in  clinic  cases  of  suppurating  frontal  sinusitis 
there  is  a  possibility  of  invasion  of  the  ethmoid  as  well. 
The  point  that  I  would  insist  upon  is  the  frequency  of 
the  involvement  of  these  cells.  In  such  cases  we  can  get 
at  them  by  removal  of  the  floor  of  the  frontal  sinus,  as 
suggested  by  Janner;  this  is,  however,  a  very  serious 
operation. 

With  regard  to  antiseptics,  I  agree  freely  with  Dr. 
Mackenzie  as  to  the  injury  resulting  from  very  strong 
solutions  of  antiseptics,  especially  as  it  happens  that  the 
discharges  in  such  cases  are  very  often  kept  up  by  strong 
solutions  of  bichloride  of  mercury.  While  I  do  use  it  as 
strong  as  1  to  3,000,  it  is  a  question  whether  it  is  not 
better  generally  to  use  a  saturated  solution  of  boric  acid, 
or  hydrogen  dioxide  properly  diluted. 

Dr.  Daly:  After  a  long  use  of  the  several  and  va- 
ried preparations  of  peroxide  of  hydrogen  I  have  con- 
cluded that  they  are  almost  worthless  therapeutically. 

Paper. 

PAPILLARY   (EDEMATOUS    NASAL    POLYPI   AND   THEIR  RE- 
LATION  TO   ADENOMATA. 

By  JONATHAN   WRIGHT,   M.  D. 

Billroth,  in  his  classical  work,  TJeber  den  Bau  der 
Schleimpolypen,  in  1855,  reported  two  cases  of  nasal 
tumor  to  which  he  gave  the  name  of  ZottenJcrehs.  One 
sprang  from  the  middle  turbinated  bone  among  a  mass 
of  oedematous  polypi.  It  was  removed  and  recurred,  and 
finally  resulted  fatally.  In  the  other  case  the  growth 
sprang  from  the  inferior  turbinated  body.  It  passed 
from  his  observation,  but  he  regarded  it  as  belonging  to 
the  same  category  as  that  of  the  first  case.  In  the  light 
of  our  present  knowledge  of  such  cases  as  the  latter  we 
may  be  allowed  to  conjecture  that  it  was  a  papillary 
hypertrophy  of  the  inferior  turbinated  body.     The  rea- 
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sons  for  this  surmise  will  appear  later  in  the  course  of 
this  article.  Hopmann  (1),  in  his  well-known  paper  on 
Papilloma  of  the  Nose,  gave  a  careful  description  of  a 
papillary  growth  of  the  middle  turbinated  bone  and  re- 
ferred to  a  similar  one  by  Michel,  which  they  both  called 
an  epithelioma  papillare,  but  Hopmann  hastens  to  say 
that  he  regarded  his  own  growth  as  of  a  benign  charac- 
ter. In  another  paper  (2)  I  have  had  occasion  to  remark 
upon  the  confusing  nomenclature  introduced  into  rhino- 
logical    literature    by    Hopmann    in    describing    nasal 


Fig.  1. — Schematic  drawingB  from  Amann. 

In  order  to  make  this  matter  more  clear  I  reproduce  here  some  of  the  sche- 
matic drawings  from  Amann's  book. 

A  cross-section  of  the  duct  a,  at  the  line  indicated,  would  give  us  the  appear- 
ance b.  There  may  be  a  solution  in  the  continuity  of  the  epithelium  as  in  c ; 
then  in  cross-section  we  have  the  appearance  d.  The  cells  of  the  acini  may  pro- 
liferate also  as  in  e  or  in/,  and  a  cross-section  would  give  the  appearance  g  or  & 
still  more  complicated  figure  in  the  cross-section  of  /. 

After  careful  study  I  am  unable  to  distinguish  the  actual  segmentation  of  the 
cells  in  their  long  axes,  and  I  am  inclined  to  think  that  some  of  the  cells  at 
least  are  formed  from  the  underlying  connective  tissue,  or  by  some  other  form 
of  proliferation  than  segmentation  through  their  long  axes  ;  but  the  compara- 
tively slight  increase  in  the  number  of  layers  and  the  convolutions  of  the  rows 
of  epithelium  would  bear  out  Amann's  description. 


growths,  and  I  may  add  that  in  this  instance  it  certainly 
seems  unwise  to  give  the  name  of  epithelioma  to  a  be- 
nign growth.  Hopmann's  case  was  also  associated  with 
oedematous  growths.  Zarniko  (3)  reported  a  similar  case 
in  a  man  of  fifty  years  under  the  name  fibroma  of  the 
nasopharynx,  of  a  peculiar  shape  and  structure;  but  it 
evidently  had  its  origin  in  the  region  of  the  middle  tur- 
binated bone  among  oedematous  growths.  Again,  a 
year  later,  Kiesselbach  (4)  reported  a  case,  and  adopted 
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Hopmann's  classification  of  a  benign  epithelioma  papil- 

lare. 

Several  years  ago  I  examined  microscopically  a 
growth  removed  by  Dr.  Charles  H.  Knight,  of  New 
York,  from  the  middle  turbinated  bone  of  a  man  of  fifty 


Fici.  3.— Dr.  KnightV  ciise. 


years.     Figs.  2  and  3  represent  drawings  of  the  micro- 
scopic appearances  of  this  growth. 
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Fig.  3.— l)r.  K)iiglit>  case. 
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No  history  of  the  case  can  be  obtained  at  this  time. 

About  a  year  ago  Dr.  F.  W.  Hinkel,  of  Buffalo,  sent 
me  a  slide  containing  sections  of  a  growth,  from  which 
I  have  had  a  drawing  made  representing  the  structure 
(Fig.  4).  Later,  he  very  kindly  furnislied  me  with  the 
following  history  of  the  case: 
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Mrs.  J.  G.  C,  aged  thirty-five  years,  in  the  winter 
of  1891  had  an  attack  of  la  grippe.  After  this  she  be- 
gan to  notice  the  gradual  increasing  obstruction  of  the 
right  nostril  and  a  feeling  of  pressure  in  the  right  ear. 
During  the  summer  she  had  blown  a  few  fleshlike  pieces 
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Fig.  4.— Dr.  P.  W.  Hinkel's  case. 

from  that  nostril  and  there  had  been  a  slightly  purulent 
discharge.  Her  general  health  was  fairly  good,  although 
she  was  never  very  strong.  On  November  22,  1892, 
examination  showed  a  red  papillary  mass  filling  the  right 
nasal  chamber,  bathed  in  pus,  but  not  extending  beyond 
the  vestibule.  A  posterior  rhinoscopie  view  could  not 
be  obtained.  The  tumor  was  movable  and  attached  to 
the  upper  and  back  part  of  the  nasal  cavity.  The  infe- 
rior turbinated  body  was  slightly  atrophied  or  com- 
pressed. The  growth  was  quickly  removed  by  the  snare, 
and  its  dimensions  were  found  to  be  about  2.5  X  1-5  X  1 
ctm.  It  was  a  soft,  friable,  feathery,  papillary  mass.  The 
heemorrhage  was  moderate  but  persistent.  Upon  Febru- 
ary 17,  1893,  the  patient  returned,  when  the  pedicle  was 
seen  to  project  from  above  the  middle  turbinated  bone. 
This  was  removed  by  the  snare.  She  was  seen  four  days 
later,  and  again  after  an  interval  of  seventeen  days.  She 
was  feeling  quite  weak,  and  there  was  a  pultaceous  dis- 
charge over  the  vault  of  the  pharynx.  Some  adhesion 
of  the  right  middle  turbinated  bone  to  the  saptum  had 
occurred.  For  three  years  and  a  half  there  was  no  recur- 
rence of  the  symptoms,  but  three  months  later,  symptoms 
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having  again  appeared,  the  patient  was  examined,  and  it 
was  found  that  the  growth  had  recurred. 

Dr.  E.  T.  Dickerman  (5),  of  Chicago,  has  lately  pub- 
lished the  report  of  a  case  which  he  called  a  nasal  papil- 
loma. The  photograph  of  a  microscopic  section  of 
the  growth  which  accompanied  the  report  led  me 
to  think   that  it  probably  belonged   to   the   class   re- 
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Fig.  •)  — Dr  Dickerman's  case,  show  ing  adenomatous  ti-'sut 

ferred  to  in  this  paper,  and  at  my  request  he  very  gener- 
ously placed  the  remaining  part  of  the  tumor  at  my  dis- 
posal.   Fig.  5  represents  a  drawing  made  from  a  section 


Fig.  6.— Dr.  DicktTinaii's  cu^f,  showiug  ixdcmatous  structure. 

of  one  part  of  it,  and  Fig.  6  that  of  a  section  made  from 
another  part  of  the  same  growth.     From  Dr.  Dicker- 
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man's  published  report  of  the  case  I  copy  the  chnical  his- 
tory of  it: 

"May  2,  1896. — John  O'Connor,  aged  sixty-two 
years,  presented  himself  at  my  clinic  complaining  that 
his  right  nostril  had  been  occluded  for  some  time. 
The  man  was  in  perfect  health,  and  his  previous  and 
family  history  good.  He  stated  that  nine  years  ago  his 
nose  had  first  become  occluded,  and  that  he  consulted  a 
local  surgeon,  who  had  gone  blindly  into  the  nose  with 
forceps  and  curette,  and  had  removed  a  large  amount  of 
'  flesh.'  For  about  a  year  he  was  well,  but  for  the  last 
five  years  his  nose  had  been  closed.  On  examination  I 
found  nothing  of  importance  externally.  On  looking 
into  the  right  nostril  I  found  the  nose  filled  to  the  vesti- 
bule with  a  pinkish-gray  cauliflower  mass.  It  was  not 
ulcerated  and  was  movable,  apparently  having  a  small 
pedicle.  With  a  probe  I  was  able  to  locate  its  attach- 
ment to  the  upper  and  anterior  part  of  the  quadrangular 
cartilage  to  what  seemed  to  be  a  small  ecchondrosis. 
Posteriorly  the  choana  was  filled  with  the  same  growth, 
with  the  one  exception  that  here  one  or  two  of  the 
branches  appeared  oedematous  and  protruded  through 
the  middle  meatus.  The  absence  of  ulceration,  infiltra- 
tion at  the  point  of  insertion,  and  enlargement  of  glands 
and  the  duration  of  the  disease,  compelled  the  diagnosis 
of  sseptal  papillary  fibroma.  With  a  strong  pair  of  scis- 
sors I  was  able  to  remove  a  large  portion  of  the  growth 
with  the  thickened  portion  of  the  sseptum  attached. 
The  remainder  was  removed  with  the  cold  snare  and  the 
base  cauterized.  The  haemorrhage  was  at  no  time  pro- 
fuse, and  at  the  present  time  there  is  no  recurrence  of 
growth." 

By  the  drawing  of  Dr.  Hinkel's  case  (Fig.  4)  you 
will  see  at  a  glance  the  nature  of  the  external  configura- 
tion of  the  growth  and  of  its  structure — numerous  finger- 
like  processes  springing  from  a  common  base.  Many  of 
them  have  rounded  or  club-shaped  extremities.  Exam- 
ined microscopically,  it  is  seen  that  these  processes  are 
made  up  of  loose  oedematous  fibrous  tissue  covered  by 
one  or  two  layers  of  columnar  ciliated  epithelium;  but  it 
is  apparent  that  the  epithelial  development  is  a  complex 
one.  In  no  place  is  there  any  marked  thickening  of  the 
layers,  but  the  surface  epithelium  is  seen  to  communicate 
and  to  be  continuous  with  deep  indentations  and  rami- 
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fications  of  it  into  the  underlying  stroma.  Separate  rings 
of  epithelium,  ovoid,  circular,  or  ramified  in  shape,  and 
varied  in  extent,  are  seen  to  occupy  and  make  up  a  large 
part  of  the  bulk  of  the  growth.  The  structure  in  Dr. 
Dickerman's  case  and  its  external  configuration  is  almost 
identical  with  the  above. 

Examined  with  the  high  power  one  is  immediately 
struck  with  the  amount  of  mitotic  granules  in  the  epi- 
thelial cells  (Fig.  7).  Evidently  proliferation  is  rapid- 
ly going  on,  but  not  in  such  a  way  as  to  increase  marked- 
ly the  number  of  layers.  By  the  study  of  these  growths 
alone  it  is  impossible  to  arrive  at  an  understanding  of  the 
method  of  their  pathogenesis.    To  do  that,  we  must  not 
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Fig.  7.— Dr.  Hinkel's  case,  showing  mitosis  in  the  cells. 

only  study  like  processes  in  other  parts  of  the  body, 
where  their  more  frequent  occurrence  furnishes  a  more 
ample  opportunity,  but  we  must  study  analogous  nasal 
processes  and  this  same  epithelial  proliferation  at  an 
earlier  stage  if  possible. 

I  quote  from  Cornil  and  Eanvier  (6)  the  following: 
"  Among  the  polypi  of  the  nasal  fossse  are  some  which 
so  resemble  the  cystic  adenomata  of  the  uterus  that  it 
is  impossible  to  distinguish  them  by  comparative  examina- 
tion with  the  naked  eye  or  with  the  microscope."  * 

Birch-Hirschfeld  (7)  and  "Weichselbaum  (8),  in  their 
works  on  pathological  anatomy,  both  describe  and  give 
drawings  of  papillary  cystomata  of  the  ovaries  and  of 
processes  of  chronic  inflammation  of  the  uterine  mucosa 

*  I  have  in  my  possession  a  good  example  of  the  same  process  in  a 
glandular  polypus  of  the  rectum. 
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which  closely  resemble  the  nasal  growths  under  con- 
sideration, and  Amann  (9)  has  lately  given  an  admirable 
description  and  explanation  of  their  complicated  struc- 
ture. He  shows  that  in  glandular  hypertrophy  the  cells 
of  the  ducts  and  of  the  acini  of  the  glands  proliferate  by 
segmentation  parallel  to  their  long  axes.  This  causes 
an  elongation  of  the  rows  of  epithelium  and  not  an  in- 
crease in  the  number  of  the  layers.  This  necessarily 
leads  to  a  convolution  of  the  ducts  or  to  an  invagina- 
tion of  their  walls.  The  walls  of  the  acini  are  also  dou- 
bled and  folded  on  themselves  in  such  a  way  as  to  in- 
crease the  labyrinthian  maze  of  epithelial  rows.  On 
cross  section,  therefore,  we  have  very  much  the  same 
appearance  as  would  be  presented  by  section  through  a 
bunch  of  angleworms. 

Now  to  return  to  our  nasal  growths.  On  a  study  of 
the  mitotic  changes  in  the  columnar  cells  of  the  surface, 
it  may  be  seen  that  this  proliferation  goes  on  there  as 
well  as  in  the  glands,  so  that  the  surface  is  raised  into 
papilla  by  the  extension  of  the  rows  of  epithelial  cells. 
This  overgrowth  of  epithelium  within  the  substance  of 
the  tissue  of  a  polyp  would  crowd  out  much  of  the 
oedema  and  compress  the  stroma  fibres.  This  is  the  con- 
dition we  have  both  in  Dr.  Hinkel's  (Fig.  4)  and  in 
Dr.  Dickerman's  specimen,  in  that  part  from  which  Fig. 
5  is  taken.  You  will  observe,  however,  that  in  the  other 
section  from  Dr.  Dickerman's  case  (Fig.  6)  the  structure 
is  that  of  an  ordinary  mucous  polypus.  The  stroma 
in  Dr.  Hinkel's  case  is  also  oedematous  in  places,  and 
this  must  be  borne  in  mind  with  the  clinical  fact  appar- 
ent in  most  of  the  histories,  that  these  growths  have 
usually  been  found  combined  with  polypi  of  the  middle 
turbinated  bone.  It  becomes  necessary  for  us,  therefore, 
to  see  if  any  pathogenic  connection  exists  between  these 
growths. 

You  may  remember  that  several  years  ago  I  read 
a  paper  (10)  before  this  association  to  show  that  nasal 
polypi  are  not  usually  myxomatous.  In  the  light  of 
much  subsequent  experience  in  the  histological  examina- 
tion of  morbid  nasal  conditions  I  am  ready  to  state  my 


Papillary  CEdemematous  Polypi.  69 

belief  that  true  myxoma,  as  it  is  understood  by  histolo- 
gists,  never  occurs  in  the  nose.  In  arriving  at  this  con- 
clusion I  have  examined,  in  the  aggregate,  nearly  a  hun- 
dred mucous  polypi  from  the  nose.  I  believe  that  they 
are  the  result  of  chronic  inflammation. 

It  so  happens  that  I  have  preserved  one  or  more 
slides  of  nearly  all  my  pathological  material,  and  in  look- 
ing over  those  of  oedematous  polypi  I  am  able  to  select  a 
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Fio.  8.— Papillary  (fdeiiiatous  polyj). 
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series  of  slides  which  show  fairly  well  an  apparent  transi- 
tion from  the  ordinary  smooth  form  of  the  latter  to  the 
papillary  state  (Figs.  8,  9,  and  10). 

It  is  evident  that  other  influences  are  at  work  be- 
sides epithelial  proliferation  to  produce  this  papillary 
surface  in  mucous  polypi.  Zuckerkandl  (11)  says  that 
he  has  observed  a  dilatation  of  the  mouths  of  the  glands 
produce  a  curvature  of  the  surface  epithelium:  "  The 
chief  ducts  of  the  glands  become  dilated;  the  same  oc- 
curs in  their  communicating  acini,  which  thus  among 
themselves  and  with  the  ducts  unite  to  form  indenta- 
tions "  (Buchten).  On  a  reference  to  the  drawings  from 
my  specimens,  as  in  Fig.  10,  at  x  you  will  note  the  phe- 
nomenon referred  to  by  Zuckerkandl.  This  will  doubtless 
explain  some  of  the  puzzling  curvatures  of  the  epithelium 
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within  the  growth  (Fig.  3)  and  yet  communicating  free- 
ly with  the  surface,  but  will  not  suffice  by  itself  as  an 
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Fig.  9. — Papillary  oedematous  polyp. 


explanation  for  the  enormous  development  shown  in 
the  specimens  of  Dr.  Hinkel  and  Dr.  Dickerman.  The 
segmentation  of  the  glandular  and  surface  epithelium,  as 


Fig.  10.— Papillary  oedematous  polyp.    X,  dilatation  of  gland  ducta. 

noted  above,  will  supply  this  deficiency,  but  we  still  have 
another  influence  at  work  to  lengthen  out  the  papillae 
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of  the  surface,  and  that  is  the  proliferation  of  the  fibrous 
tissue.  Abundant  mitotic  figures  may  also  be  seen  in 
some  of  the  cells  of  the  connective  tissue.  This  brings 
us  to  the  realization  of  the  fact  that  we  have  instances 
of  these  processes  going  on  in  other  growths  of  the  nose 
than  mucous  polypi,  and  in  other  situations  than  upon 
the  middle  turbinated  bone.  I  have  suggested  that  the 
dilatation  and  collapse  of  the  erectile  tissue  determines, 
to  some  extent,  the  configuration  of  the  surface  in  the 
"  mulberry  hypertrophies "  of  the  inferior  turbinated 
bodies,  but  the  increase  in  the  fibrous  tissue,  and  the 
dilatation  of  gland  ducts,  here,  as  in  the  oedematous 
growths  of  the  middle  turbinated  bone,  are  the  chief  ad- 
juvants to  the  epithelial  proliferation  in  the  production 
of  a  papillary  surface.  I  have  slides  from  growths  of 
the  inferior  turbinated  bodies  to  show  as  an  illustration 
of  this  also.     One  of  them  (Fig.   11)  shows  that  the 


Fig.  11.— Papillary  hypertrophy  of  the  posterior  end  of  the  inferior  turbinated 

body. 

growth  of  the  fibrous  tissue  is  the  chief  element  in  the 
digitations,  while  the  other  (Fig.  12)  shows  also  con- 
siderable epithelial  hyperplasia. 

Since  the  completion  of  the  observations  which  form 
the  subject  of  this  paper  I  have  received  from  Dr.  F.  E. 
Hopkins,  of  Springfield,  a  specimen  which  proves  to  be 
an  adeno-carcinoma  of  the  nose.     In  many  places  it  is 
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impossible  to  distinguish  the  structure  from  that  found 
in  Dr.  Hinkel's  and  in  Dr.  Dickerman's  cases,  and  it  is 
therefore  impossible  to  say  with  certainty  that  there 
are  not,  in  unexamined  parts  of  their  growths,  car- 
cinomatous elements  which  are  not  to  be  found  in  the 
parts  submitted  to  me  for  examination.  Dr.  Hopkins, 
I  believe,  is  to  report  his  case  at  this  meeting,  and  you 
will  see  from  the  drawing  of  the  microscopic  appearances 
the  resemblance  of  the  structure  to  that  of  those  growths 
of  which  I  have  been  speaking. 


Fig.  12. — Papillary  hypertrophy  of  the  inferior  turbiiuiied  body  approaching  an 
adenomatous  condition. 


Thus  you  will  see  the  gradations  in  development  from 
the  ordinary  mucous  polypus  through  a  benign  ade- 
nomatous growth  to  a  malignant  one.  In  the  mucous 
polyp  and  in  the  adenoma  we  have  the  results,  I  believe, 
of  an  inflammatory  process.  At  first  we  have  the  effusion 
of  serum  into  the  tissues  from  the  blood-vessels.  After- 
ward, or  pari  passu  with  it,  we  have  the  proliferation  of 
the  fibrous  tissue.  This  makes  an  oedematous  mucous 
polyp.  Then,  in  these  rare  adenomatous  and  papillary 
growths  we  have  the  proliferation  of  the  glandular  and 
surface  epithelium. 

The  tendency  of  adenomatous  growths  to  become  sar- 
comatous or  carcinomatous  is  well  known,  and  has  been 
long  recognized.  This  brings  us  to  the  aetiology  of  car- 
cinoma and  sarcoma,  and  into  that  I  am  not  capable  of 
entering. 


Papillary  (Edematous  Nasal  Polypi.  73 

We  know  that  epithelial  proliferation  of  another 
type  produces  the  fibroma  papillare  or  true  papilloma  of 
Virchow,  and  that  this  also  has  some  affinities  with 
chronic  inflammation,  as  exemplified  in  the  pachydermia 
verrucosa  of  the  larynx.  The  tendency  to  papillary 
formations  is  seen  not  only  in  the  epithelium  covering 
fibrous  tissue,  but,  as  I  have  lately  had  occasion  to  observe, 
lymphoid  tissue  of  the  faucial  tonsil  is  occasionally 
thrown  into  the  digitations  covered  by  proliferated 
squamous  epithelium,  which  give  to  the  surface  a  papil- 
lary vegetating  appearance. 

In  fact,  so  close  a  relation  exists  between  the  prod- 
ucts of  inflammation  and  many  of  the  various  forms  of 
benign  tumors  that  I  must  acknowledge  my  inability  to 
draw  any  practical  line  between  them.  So  far  as  my 
observation  goes  in  reading  works  on  pathology,  this  can 
only  be  done  to  the  satisfaction  of  those  who  know  noth- 
ing of  the  subject,  but  it  is  a  great  convenience  to  the 
teachers  of  students. 

In  presenting  this  paper  I  desire  to  express  my  sense 
of  great  obligation  to  the  gentlemen  who  have  so  gener- 
ously placed  their  pathological  material  at  my  disposal 
for  study. 
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Paper. 

A   CASE   OF   ADENO-CARCINOMA   OF   THE   NOSE. 

By   F.   E.   HOPKINS,   M.  D. 

Foe  every  point  of  material  value  in  connection  with 
•the  report  of  this  case  we  are  indebted  to  Dr.  Wright, 
who  by  his  examination  of  the  specimen  demonstrated 
it  to  be  of  interest,  secured  the  microscopical  drawings, 
and  furnished  the  notes  on  the  general  subject  of  car- 
cinoma of  the  nose.  I  greatly  appreciate  his  courtesy,  the 
more  so  that  I  have  had  no  leisure  for  research  since 
my  attention  was  called  to  the  case;  indeed,  it  did  not 
come  under  my  observation  until  after  the  publication 
of  the  programme  for  this  meeting.  The  case  presents 
the  following  history: 

Isaac  A.,  a  native  of  Massachusetts,  eighty-three 
years  of  age,  a  large,  well-developed  man,  who  has 
always  enjoyed  good  health,  and  continues  to  do  so 
notwithstanding  the  local  affection.  The  term  ''  good 
health ''  is  of  course  a  relative  one  as  here  used.  The 
patient  has  long  been  in  the  vegetative  stage.  He  has 
an  excellent  appetite,-  good  digestion  and  assimilation, 
and  is  well  nourished,  but  naturally  presents  the  de- 
crepitude of  advanced  age.  No  trace  of  cancer  can  be 
discovered  in  his  family  history,  but  many  of  his  imme- 
diate relatives  have  died  of  tuberculosis.  About  twelve 
years  ago  he  began  to  suffer  from  nasal  obstruction  at- 
tended by  a  watery  discharge.  The  symptoms  at  the 
beginning  were  limited  to  the  left  nasal  fossa.  The  ob- 
struction increased  until  this  passage  was  occluded,  but 
the  patient  did  not  seek  relief  until  six  years  ago.  Up 
to  this  time  there  had  been  no  symptoms  other  than  those 
of  mechanical  obstruction  and  the  constant  flow  of 
mucus.  No  pain  and  no  epistaxis.  Operation  was  then 
attempted,  but  to  no  purpose  so  far  as  securing  relief 
was  concerned.  The  manipulation  caused  a  haemorrhage 
from  the  nose  of  such  severity  that  the  doctor  declined 
to  proceed  with  the  operation,  and  nothing  more  was 
-done  at  that  time.  A  month  later  free  epistaxis  occurred 
spontaneously.  The  doctor  has  written  me  that  the  tis- 
sue broke  down  easily  and  bled  freely  upon  any  attempt 
to  use  the  snare,  and  that  he  secured  but  a  small  frac- 
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tion  of  the  growth.  His  suspicions  were  not  aroused, 
and  he  evidently  regarded  the  growth  as  one  of  myxoma. 
Later  the  patient  made  a  further  attempt  to  get  rid 
of  the  neoplasm  by  calling  upon  another  physician,  who, 
with  a  strong  forceps,  removed  some  portion  of  the 
growth,  and  pronounced  the  case  one  of  polypi.  The 
descriptions  given  by  the  patient  and  his  son  of  the 
tissue  removed  would  lead  one  to  infer  that  the  diagnosis 
might  then  have  been  correct.  The  description  of  form, 
consistence,  and  color,  together  with  the  fact  that  the 
rough  manipulation  with  the  forceps  was  not  followed 
by  any  considerable  haemorrhage,  tallies  with  the  suppo- 
sition that  the  growth  removed  was  myxoma.  The  doc- 
tor also  has  written  me  that  this  was  his  diagnosis.  A 
description  of  the  method  of  operation  still  further 
impresses  one  with  the  probability  of  the  transforma- 
tion of  a  possible  benign  into  a  malignant  growth 
through  rough  treatment.  The  old  gentleman  was 
takeninto  the  orchard  beside  the  house  and  there,  with- 
out anaesthesia  of  any  kind,  without  the  aid  of  head 
mirror  or  speculum,  a  large,  strong  forceps  was  in- 
troduced and  anything  seized  was  dragged  out.  The 
patient  is  made  of  heroic  or  stoic  material,  and  endured 
this  sort  of  manipulation  at  three  separate  sittings  at  in- 
tervals of  one  year,  though  at  no  time  did  he  secure 
nasal  respiration  or  any  lessening  of  the  annoying  and 
persisting  flow  of  mucus. 

When  the  patient  came  under  my  observation,  April 
10,  1897,  there  had  been  no  surgical  interference  for  a 
period  of  three  years.  During  the  entire  period  of  nasal 
stenosis  there  had  been  no  pain;  epistaxis  occurred  at 
long  intervals,  sometimes  during  sleep.  He  complained 
only  of  the  mechanical  obstruction  and  the  constant 
flow  of  acrid  sanious  mucus.  Of  the  two,  the  discharge 
seemed  to  trouble  him  more,  for  it  was  of  such  quantity 
as  to  make  him  present  a  constantly  untidy  appearance, 
and  had  a  decidedly  bad  odor.  The  left  side  of  the  nose 
is  deformed  by  the  internal  pressure  of  the  neoplasm, 
and  the  left  eye  is  displaced  outwardly  to  a  slight  degree 
by  the  same  force. 

The  photograph  does  not  bring  out  the  deformity 
as  I  had  hoped  it  would  do.  The  strong  light  upon  that 
side  of  the  patient's  face  makes  this  region  appear  as  a 
plane  surface.  The  saeptum  is  forced  toward  the  right 
Bide  till  it  lies  in  contact  with  the  outer  wall  of  the  nose. 
The  mass  of  tissue  protruded  into  the  vestibule  and 
extending  backward  into  the  nasopharynx  reached  across 
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the  saeptiim  and  completed  the  occlusion  of  the  right 
naris.  The  mass  protruding  from  the  choana  was  cov- 
ered by  a  grayish  slough;  that  lying  in  the  vestibule  was 
of  a  dusky  red,  almost  brown,  color,  a  liverlike  mass,  easily 
breaking  down  and  bleeding  even  upon  the  gentlest 
touch.  There  is  no  glandular  enlargement.  With  the 
cold-wire  snare  I  secured  a  small  fragment  for  examina- 
tion. This  was  followed  by  haemorrhage,  which  was  con- 
trolled with  difficulty.  The  specimen  was  submitted  to 
Dr.  Wright  for  examination,  and  the  following  is  his 
report: 

"  Two  irregular  papillary  masses  about  three  centi- 
metres in  their  long  diameters.  Microscopically,  it  is 
seen  to  be  made  up  almost  exclusively  of  cylindrical- 
celled  epithelium  arranged  in  the  form  of  tubules  and 
acini  in  places,  but  in  others  crowded  together  in  irregu- 
lar masses,  but  with  a  general  tendency  to  concentric 


arrangement.  As  a  rule,  the  cell  bodies  are  pale  and 
granular  and  the  nucleus  more  distinct.  In  places  the 
degenerative  changes  in  the  cells  were  advanced  further. 
There  is  very  scanty  connective  tissue.  Diagnosis,  adeno- 
carcinoma." 


Adeno-carcinoma  of  the  Nose.  77 

Primary  carcinoma  of  nasal  fossa;  is  a  rare  affection. 
No  man,  however  wide  his  opportunities  for  observation, 
has  seen  more  than  a  few  cases.  Indeed,  but  a  very  lim- 
ited number  have  been  recorded  by  all  observers.  The 
medical  Journal  of  widest  circulation  in  this  country  has 
a  record  of  but  one  case  in  twelve  years.  The  Journal  of 
Laryngology,  Ehinology,  etc.,  for  a  period  of  nearly  six 
years  has  but  one.    The  former  was  seen  by  Dr.  Wright, 


and  he  gives  a  description  of  it  in  his  notes  here  append- 
ed. The  latter  was  reported  by  Dr.  Sikkel  at  the  sec- 
ond annual  meeting  of  the  Dutch  Society  of  Laryngol- 
ogy, Ehinology,  and  Otology  in  July,  1894,  and  appears 
in  the  Journal  of  Laryngology,  Rhinology,  etc.,  for  June, 
1895.  This  occurred  in  a  peasant  woman  aged  forty- 
six  years.  It  was  attached  to  the  saeptum.  The  growth 
was  removed,  and  after  ten  weeks  there  had  been  no 
recurrence.  '  The  microscopical  diagnosis  was  carcinoma- 
tous lymphoma. 

Dr.  Leland  has  recently  had  a  case  of  adeno-carci- 
noma of  the  nose  which  he  will  report  at  this  time.* 

It  seems  quite  probable  that  a  larger  number  of  cases 
of  carcinoma  of  the  nose  will  be  reported  in  the  future, 

*  Dr.  Hamilton,  of  Brattleboro,  Vt.,  has  just  written  me  of  a  case  of 
cancer  of  the  nose,  but  the  description  is  not  sufficiently  definite  to  allow 
of  its  being  classified  with  this  list. 
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for  even  if  the  number  of  cases  of  cancer  is  not  increas- 
ing the  number  of  observers  is,  so  that  the  record  will 
be  more  complete. 


No. 

Variety. 

Age. 

Sex. 

Origin  and  attachments. 

1 

Medullary. 

31 

Female. 

Saeptum. 

2 

? 

50 

Female. 

Sseptum. 

3 

Encephalold. 

60 

Female. 

Apparently  (from  history)  in 
upper  portion  of  nose. 

4 

Melanotic. 

66 

Male. 

y 

5 

Melanotic. 

66 

Male. 

Outer  wall. 

6 

Encephaloid. 

40 

Male. 

y 

7 

Lobvilated    epitheli- 
oma. 

y 

? 

Sa3ptum,  left  side. 

8 

Lobulated    epitheli- 
oma. 

73 

Female. 

Right  fossa. 

9 

Glandular  (adeno-  ?) 
carcinoma. 

54 

Male. 

Upper  part  of  right  nasal 
cavity. 

10 

Tubular  epithelioma. 

57 

Female. 

11 

Pavement-celled  epi- 
thelioma. 

53 

Male. 

Roof  of  left  nasal  cavity. 

12 

Pavement-celled  epi- 
thelioma. 

44 

Male. 

Ala. 

13 

Cylindrical  -  celled 
carcinoma. 

51 

Male. 

Inferior  turbinated,  left. 

14 

Scirrhus  epithelioma. 

56 

Male. 

Beneath  middle  turbinated. 

15 

Carcinoma. 

31 

Female. 

Inferior  turbinated  (y).  Case 
of  Dr.  Douglas. 

16. 

Adeno-. 

47 

Male. 

Left  inferior  turbinated.  Died 
tln-ee  months  after  operation. 

17 

Myxo-. 

61 

Male. 

Left  middle  turbinated.  Well(?) 
three  months  after  operation. 

18 

? 

46 

Male. 

19 

? 

69 

Male. 

20 

Epithelioma. 

64 

Female. 

Upper  part  nasal  fossa. 

Three  cases  are  to  be  a 

ided  to  Dr.  Wright's  list,  but  which  do  not 

change 

his  conclusions,  as  follows : 

21 

Adeno-carcinoma. 

50 

Female. 

Adherent  to  ethmoid.  Died. 
Dr.  Leland's  case. 

22 

Carcinomatous  lym- 
phoma. 

46 

Female. 

Sseptum  ;  operation ;  no  recur- 
rence after  ten  weeks.  Dr. 
Sikkel's  case. 

23 

Adeno-carcinoma. 

83 

Male. 

Probably  originally  in  upper 
part  of  nose.   Hopkins's  case. 

The  following  are  Dr.  Jonathan  Wright's  notes  on 
carcinoma  of  the  nose: 

"  This  is  a  very  rare  occurrence.  Seifert  and  Kahn 
picture  one  in  their  Atlas,  without  giving  any  reference 
to  the  history.  Dr.  Beaman  Douglas  has  lately  reported 
a  case  (New  York  Medical  Record,  August  8,  1896)  of 
carcinoma  of  the  inferior  turbinated,  which  I  had  the 
privilege  of  seeing.    Although  the  ulceration  was  on  the 
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turbinated  body,  it  is  a  matter  of  some  doubt,  judging 
from  the  history,  whether  it  really  was  not  primary  in 
some  contiguous  structure.  The  variety  of  carcinoma 
is  not  mentioned  in  the  history.  Bosworth  collected 
from  literature  the  records  of  thirty  cases,  but  less  than 
half  of  them  are  supported  by  a  satisfactory  microscopic 
diagnosis.  I  have  tabulated  these  cases,  together  with 
Newman's  two  cases  and  Dr.  Douglas's  case,  making 
twenty  cases  in  all  in  which  the  diagnosis  seems  to  have 
been  established  by  histological  evidence.  Of  the  twenty 
cases,  seven  were  women  and  twelve  were  men.  In  one 
case  sex  was  not  indicated.  Eight  cases  were  between 
fifty  and  sixty  years  of  age;  five  were  over  sixty,  and  six 
younger  than  fifty,  the  two  youngest  being  women  of 
thirty-one  years.  The  duration  seems  never  to  have 
been  more  than  three  years.  Sarcoma  and  carcinoma 
are  more  frequent  in  men  than  women.  Sarcoma  occurs 
most  frequently  between  forty  and  fifty;  carcinoma  be- 
tween fifty  and  sixty.  It  will  also  be  noted  that,  like  be- 
nign true*  tumors,  malignant  growths  more  frequently 
spring  from  the  saeptum  than  from  any  other  part  of  the 
nose. 

"  Symptoms. — Practically  the  signs  of  intranasal  can- 
cer do  not  differ  from  those  of  sarcoma.  Pain,  sanious 
discharge,  epistaxis,  nasal  stenosis,  and  external  deform- 
ity are  all  present.  The  general  health  is  perhaps  more 
quickly  affected. 

"Diagnosis. — Examination  reveals  a  fungous  mass 
filling  the  nasal  fossa,  which  bleeds  easily.  The  only  con- 
dition that  it  may  be  confounded  with  is  syphilis.  As 
between  carcinoma  and  sarcoma  the  only  reliable  method 
of  diagnosis  is  the  use  of  the  microscope,  while  the 
iodide  of  potassium  should  always  be  used  in  every  case 
of  supposed  intranasal  malignancy,  that  syphilis  may  be 
excluded.  As  was  said,  the  microscope  must  decide  be- 
tween carcinoma  and  sarcoma,  because  these  growths  are 
both  so  rare  that  no  rhinologist  can  have  a  wide  enough 
experience  with  them  to  render  his  differential  diagnosis 
of  any  value. 

''Prognosis. — This  is  uniformly  bad,  the  duration 
of  the  disease  being  frequently  not  longer  than  a  year, 
and  never  longer  than  three  years.  The  vascularity  of 
the  mucosa  renders  extensive  involvement  of  the  parts 
a  rapid  process.  The  foregoing  statement  applies  more 
particularly  to  carcinoma  of  the  nose;  the  adeno-car- 
cinomatous  cases  run  a  much  more  prolonged  course. 
"  Treatment. — A  careful  analysis  of  the  cases  seems- 
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to  show  that  operative  procedures  in  cancer  of  the  nose 
neither  lengthen  life  nor  alleviate  suffering.  Detergent 
and  antiseptic  washes  are  to  be  constantly  used  in  the 
nose,  and  narcotics  are  to  be  given  with  a  free  hand." 


Paper. 

A   CASE   OF   ADENO-CARCINOMA   OF   THE   NOSE. 

By   G.   a.   LELAND,   A.  M.,   M.  D. 

The  announcement  on  the  programme  of  the  papers 
of  Dr.  Wright  and  Dr.  Hopkins  suggested  to  me  that  the 
following  case,  which  came  under  my  observation  in 
hospital  practice,  might  be  of  interest;  and  at  the  latter's 
request  it  is  here  submitted.  It  will  be  noted  that  the 
very  accurate  account  of  the  autopsy  by  Dr.  Councilman 
shows  three  points  brought  out  by  Dr.  Wright — viz., 
the  primary  adenoma,  its  transition  to  carcinoma,  and  a 
tendency  in  one  part  to  papilloma. 

Ellen  W.,  a  rather  frail,  undersized  woman  of  fifty 
years,  was  admitted  to  the  Boston  City  Hospital  about 
the  middle  of  October,  1895.  Has  always  had  good 
health  until  present  trouble.  About  a  year  ago  nose 
began  to  stop  up  on  right  side,  especially  at  night;  ob- 
struction gradually  increased  until  it  was  complete.  The 
left  side  became  involved  soon  after  the  right,  but  she  is 
even  now  able  to  force  some  air  through  left  naris.  No 
pain  until  three  months  ago,  since  when  it  is  described  as 
neuralgic  in  nose  and  over  right  side  of  head.  Epistaxis 
has  occurred  six  or  eight  times  since  onset,  at  times  quite 
copious.  About  middle  of  July  had  more  or  less  of  the 
growth  removed  at  the  out-patient  department.  It  has 
grown  rapidly  since.* 

Examination. — Bridge  of  nose  markedly  flattened 
and  broadened,  the  nasal  bones  seemingly  lifted  upward 
and  loosened  so  as  to  give  a  soft  feel  to  finger;  no  crepitus; 
skin  over  bridge  reddened,  more  deeply  in  centre.  In 
inner  canthus  of  right  orbit  a  swelling  with  a  fistula  dis- 
charging pus — the  suppurating  lacrymal  sac,  or  an  abscess 
which  has  broken  through  the  ethmoid  bone  into  the 

*  From  Out-patient  Department  Record  Book.  "  July  26,  '95. 
Ellen  W.  50  yrs.  W.  Specific  rhinitis  and  caries  of  sseptum.  Curette. 
Potas.  iod." 
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orbit.  The  right  eye  is  pushed  to  right  a  small  fraction  of 
an  inch,  and  slightly  bulging.  Narcs  filled  with  a  firm, 
grayish-white  granular  polyi)oid  mass,  right  more  than 
left.  The  same  kind  of  tumor  is  seen  by  posterior  rhi- 
noscopy to  nearly  fill  the  nasopharynx,  more  on  right 
than  left.  A  watery,  muco-purulent  fluid  continually 
comes  from  nares,  at  times  sanguinolent.  The  mass 
bleeds  easily  if  wounded. 

12th. — A  piece  removed  for  pathologist;  considerable 
haemorrhage;  controlled  by  iodoform-gauze  packing. 

Dr.  Councilman  reports  probable  carcinoma,  but 
awaits  more  thorough  microscopic  examination  after 
hardening. 

November  23d. — About  five  weeks  after  admisgion. 
Patient  is  up  and  about;  complains  of  very  little  pain; 
several  haemorrhages  have  demanded  attention,  con- 
trolled by  packing,  which  is  kept  almost  continually  in 
the  nares.  To-day  is  noted  a  slight  increase  in  size  of 
right  superior  maxillary  region,  especially  outward  un- 
der zygoma. 

December  2d. — Patient  has  been  losing  strength  for 
a  week,  and  confined  to  bed.  Marked  cellulitis  devel- 
oped under  rigiit  zygoma  six  days  ago,  and  right  cheek 
is  now  very  tender  and  somewhat  reddened;  no  fluctua- 
tion. About  the  same  time  discharge  from  lacrymal 
region  became  somewhat  ha^morrhagic  and  has  increased. 
Three  days  ago  the  right  half  of  the  roof  of  the  mouth 
became  infiltrated  and  thickened,  and  very  tender — 
probably  a  submucous  cellulitis.  Mouth  is  very  sore,  and 
only  liquid  nourishment  can  be  taken. 

15tli. — Kapidly  becoming  weaker;  swelling  has  in- 
creased so  that  right  cheek  protrudes  as  large  as  a  small 
orange.  Discharge  from  nose  and  eye  increased.  Still 
pain  is  not  prominently  complained  of. 

2Jftli. — Death  ensued  from  gradual  failure  of  vital 
function. 

Autopsy,  _  December  27,  1895. — From  records  of 
pathological  department,  by  Dr.  Councilman. 

Glabella  driven  forward.  Nose  flattened  and  broad- 
ened; right  eye  somewhat  protruded;  right  cheek  swollen. 

Skull  of  ordinary  thickness;  meninges  and  brain  nor- 
mal. On  stripping  off  dura  from  orbital  plates  a  small 
amount  of  pus  welled  up.  Cribriform  process  was 
eroded,  and  in  place  of  it  a  reddish  granular-looking 
purulent  mass  appeared.  Skin  of  face  was  dissected  off, 
and  bone  split  in  the  median  line.  The  entire  nasal  pas- 
sages extending  back  into  the  pharynx  w^ere  filled  with  a 
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reddish  granular  tumor  mass.  This  appeared  to  spring 
from  all  the  processes  of  the  ethmoid  bone,  which  was 
entirely  destroyed.  The  tumor  was  also  adherent  to 
and  grown  into  the  cartilaginous  sseptum.  The  tumor 
was  infiltrated  with  pus,  and  there  was  an  opening 
through  the  outer  wall  of  the  antrum  into  the  cheek,  and 
pus  infiltration  of  the  connective  tissue  and  muscle 
throughout,  this  infiltration  extending  up  to  the  back  of 
the  orbit  on  the  right  side,  involving  the  left  to  a  much 
smaller  extent. 

Lungs  free  from  adhesions;  posterior  lower  lobes 
congested  and  slightly  oedematous.  On  pleural  surface 
of  lung  were  several  small,  flat,  grayish  metastatic  nod- 
ules of  the  same  character  as  the  primary  growth.  Eight 
pulmonary  artery  contained  a  loosp  fibrinous  embolus, 
with  fresh  fibrinous  masses  adherent  to  it. 

Liver,  spleen,  and  kidneys  amyluid.  In  the  left  kid- 
ney the  renal  vein  was  entirely  occluded  by  a  thrombus, 
which  projected  into  the  vena  cava  and  was  continuous 
with  a  thrombus  on  the  right  side  coming  from  the  renal 
vein  and  partly  occluding  it;  this  united  thrombus  was 
continued  upward  in  the  vena  cava,  was  adherent  to  the 
posterior  wall,  and  had  fresh  clots  upon  it. 

Anatomical  Diagnosis. — Tumor  of  ethmoid.  Gen- 
eral amyloid  infiltration. 

Microscopic  Exoinination.- — Cover  slides  from  pus 
from  ethmoid  cells  showed  many  short  chains  of  strepto- 
cocci and  many  bacilli. 

Bacteriological  Examination. — Cultures  from  pus 
from  ethmoid  cells,  heart's  blood,  liver,  kidney,  lungs, 
:spleen  showed  many  colonies  of  streptococci — prevailing 
organism,  streptococcus. 

Bacteriological  Diagnosis. — General  infection  .  with 
Streptococcus  pyogenes. 

Microscopic  examination  of  tumor  in  various  places 
showed  that  it  was  an  adenoma  with  some  tendency  to 
carcinoma,  but  the  most  of  the  tumor  had  a  purely 
adenomatous  type.  The  cells  composing  the  tumor  were 
long  and  spindle-shaped,  and  where  it  was  best  pre- 
served they  were  covered  with  cilia;  in  other  portions 
the  cells  were  swollen  and  the  ciliaa  were  not  evident. 
There  was  a  very  slight  degree  of  purulent  infiltration 
of  the  tumor  in  places.  In  one  of  the  sections  on  the 
edge  there  was  a  very  remarkable  formation  of  long 
papillae  from  which  the  epithelium  had  fallen  off  in 
many  places;  the  blood-vessels  of  these  papillge  were 
dilated  and  filled  with  blood,  and  they  were  so  long  that 
they  could  be  seen  on  the  section  with  the  naked  eye. 
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Discussion. 

Dr.  Swain:  Perhaps  no  other  one  of  the  gentlemen 
present  more  j^reatly  appreciates  at  the  present  moment 
the  value  of  Dr.  Wright's  paper  upon  the  pathology  of 
papillary  cedeniatous  nasal  polypi  and  adenomata  than  1, 
because  during  the  past  year  1  have  been  working  upon 
the  same  line,  examining  a  large  number  of  ear  polypi 
and  incidentally  drawing  some  analogy  between  their 
development  and  that  of  nasal  polypi,  in  the  hope  that 
some  light  might  be  thrown  in  this  side  way  upon  the 
origin  of  nasal  oodematous  fibromata.  I  have  a  number 
of  sections  of  fibro-papillomata  which  Dr.  Wright  has  de- 
scribed, and  I  regret  that  I  did  not  bring  them  with  me 
to  this  meeting.  I  think  that  he  does  not  lay  too  great 
stress  upon  the  activity  of  the  fibrous  tissue  in  pro- 
ducing the  peculiar  superficial  appearances  of  this 
growth,  especially  the  growth  in  a  horizontal  direction 
in  producing  corrugations  upon  the  surface.  There  can 
be  no  doubt  that  in  the  ear  polypi  it  is  the  growth  of  the 
fibrous  tissue  which  mainly  contributes  to  produce  this 
condition.  As  regards  the  development  of  adeno-sar- 
comata,  they  occasionally  present  a  hard  appearance  in 
the  nose,  rather  than  the  soft  character  observed  in  Dr. 
Leland's  case. 

1  had  a  case  in  which  the  first  specimens  presented 
the  appearance  of  papilloma,  but  subsequent  examina- 
tions led  to  the  belief  that  it  was  a  carcinoma.  The 
growth  extended  into  the  pharynx  and  finally  broke 
down  and  the  patient  died.  There  was  no  deformity 
of  the  face  or  neck.  She  suffered  greatly  from  difficulty 
in  deglutition,  owing  to  a  growth  at  the  base  of  the 
tongue.  I  hope  to  report  the  case  at  length  on  some 
future  occasion. 

Dr.  Wright:  I  have  examined  microscopically  a  few 
ear  polypi,  and  have  read  some  of  the  literature  on  the 
subject.  The  structure  of  some  of  the  ear  polypi  is  very 
similar  to  those  occurring  in  the  nasal  fossi'e.  There 
seems,  however,  to  be  a  larger  proportion  of  ear  polypi 
which  present  this  adenomatous  condition  than  we  get 
in  the  nose.  The  most  frequent  site  of  this  kind  of 
growth  is  in  the  uterus.  The  cavernous  bodies  of  the 
genital  organs  resemble  those  of  the  turbinate  bodies  in 
the  nose,  but  whereas  in  the  reproductive  organs  ade- 
nomatous growths  are  very  common,  they  are  very  rare 
in  the  nose.  The  general  character  of  adenoma  is  to  be 
remembered;  there  is  a  close  affinity  to  the  malignant 
growths,  and  this  lends  some  force  to  the  views  of  those 
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who  hold  that  beuign  growths  may  degenerate  into 
malignant  ones  from  surgical  injuries.  Of  late  years 
evidence  has  accumulated  which  it  is  difficult  to  over- 
come, that  the  distinguishing  characteristic  of  malig- 
nant growths  is  due  to  infection  by  micro-organisms, 
and  recent  investigators  advance  the  view  that  the 
reason  why  adenomata  degenerate  so  easily  into  malig- 
nant growths  is  because  this  development  of  glandular 
epithelial  structure  forms  a  good  culture  ground  for  the 
development  of  these  peculiar  organisms  which  are 
thought  to  be  the  cause  of  malignant  growths. 


Paper, 

ATROPHIC   RHINITIS:    ITS  NATURE   AND   SYMPTOMS. 

By  AV.   E.   CASSELBEREY,   M.  D. 

This  somewhat  worn  but  ever- worthy  topic  is  attract- 
ing renewed  and  earnest  attention.  It  has  recently  been 
the  subject  of  special  discussion  before  the  British 
Laryngologieal  and  Ehinological  Association.  Many  pa- 
pers on  its  varying  phases  are  fresh  from  the  press,  and 
now  the  council,  doubtless  imbued  with  the  general 
desire  to  clarify  obscure  features,  has  selected  it  for 
discussion  by  the  American  Laryngologieal  Association. 
Naturally,  latter-day  interest  has  centred  about  the  aeti- 
ology from  a  bacteriological  standpoint,  in  the  expectation 
that,  given  a  specific  cause,  there  might  be  found  a  specific 
remedy.  No  review  of  the  "  nature  and  symptoms  "  of 
atrophic  rhinitis  would  be  complete  without  at  least 
a  passing  reference  to  these  findings,  yet  my  present 
obligation  and  purpose  tend  rather  toward  a  study  in 
aspects  purely  clinical,  for  it  is  evident  that  no  theory 
of  causation  can  obtain  which  does  not  harmonize  with 
the  life  history  of  the  disease.  For  instance,  it  is  quite 
futile  to  attempt  to  explain  the  origin  of  ozsena,  as  seen 
in  young  children,  on  Frankel's  theory  that  it  is  a  mere 
sequence  to  hypertrophic  rhinitis,  for  there  has  not  been 
time  for  such  a  cause  to  act;  but  when  referring  to  an- 
other type  of  the  disease — simple  dry  rhinitis  of  elderly 
persons — correspondence  with  its  clinical  course  at  once 
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lends  plausibility  to  his  theory.  Jn  fact,  none  of  the 
many  liypotlieses  advanced  lias  been  found  satisfactorily 
applicable  to  all  cases  of  atrophic  rhinitis,  for  the  rea- 
son, perhaps,  that  dili'erent  phases  of  the  disease  are  of 
diverse  or  multiple  causation.  Two  forms  of  the  ozaenal 
type,  the  foetid  and  non-fcetid,  have  long  been  recog- 
nized, cases  which  are  alike  as  regards  the  atrophy,  crust 
formation,  and  the  youthful  period  of  development,  dif- 
fering only  in  that  the  majority  are  foetid,  while  the  ex- 
ceptional minority  are  devoid  of  this  symptom.  Is  it 
not  probable,  therefore,  that  the  atrophic  state  may  be 
due  to  one  cause — a  trophoneurosis,  or  possibly  an  in- 
fection by  the  cocco-bacillus  of  Lowenberg  (1)  or  other 
micro-organism,  and  the  foetor  to  another  cause,  probably 
an  addition  or  mixed  microbic  infection? 

A  better  general  classification,  embracing  all  cases 
which  present  in  common  the  condition  of  atrophy,  one 
which  is  subject  to  subclassification  if  desired,  is  into 
two  types — (1)  simple  dry  rhinitis,  and  (2)  ozgena,  as 
suggested  by  Greville  MacDonald,  and  with  certain 
amendments  herewith  again  submitted.  It  has  reference 
to  the  comparative  age  at  which  the  disease  first  mani- 
fests itself,  as  well  as  to  the  presence  or  absence  of  foetor. 

Both  types  are  characterized  by  atrophy  of  the  mu- 
cosa, submucosa,  vascular  plexus  of  the  turbinated  bod- 
ies, and  the  bone  itself;  also  by  degeneration  of  the 
mucous  glands,  by  reason  of  which  the  altered  secretion 
accumulates  in  the  form  of  crusts. 

(1)  Simple  dry  rhinitis,  while  it  sometimes  affects 
young  subjects  ("  ozgena  non  foetida  "),  more  commonly 
afflicts  individuals  approaching  or  past  middle  age,  and  it 
is  usually  associated  with  pharyngitis  sicca.  It  is  not 
accompanied  by  the  characteristic  foetor  of  ozsena,  al- 
though retained  crusts  may  occasion  a  slight  odor. 

(2)  Ozfrna,  on  the  other  hand,  commences  in  early 
life,  even  in  early  childhood  or  infancy,  tends  toward 
partial  recovery  after  middle  age,  and  is  accompanied,  as 
a  rule,  by  persistent  foetor. 

T  have  rpcently  seen  two  typical  cases  occurring  in 
children  at  four  years  of  age,  both  said  by  the  parents 
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to  have  been  "  born  with  it " — one  a  boy,  whose  mother 
was  likewise  affected,  and  the  other  a  girl  whose  father 
had  the  disease.  In  over  one  half  (thirty-four)  of  Win- 
grave's  (2)  series  of  sixty  eases  it  developed  under  fifteen 
years  of  age,  and  in  most  of  the  other  half  under  thirty 
years  (seven  from  thirty  to  fifty-three).* 

While  thus  fairly  distinct  in  most  cases,  and  sug- 
gestive of  the  operation  of  varying  or  multiple  causes 
in  their  production,  instances  are  not  wanting  in  which 
the  two  types  seem  to  blend  one  into  the  other,  or  in 
which  an  intermediate  state  is  apparent. 

Both  types  are  further  characterized  by  an  atrophic 
or  rudimentary  condition  of  the  muco-lymphoid  glands 
— the  faucial,  lingual,  and  postnasal  tonsils,  and  the  iso- 
lated glands  of  the  posterior  pharyngeal  wall;  but  here 
again  an  occasional  exception  to  the  rule  is  encountered, 
especially  in  simple  dry  rhinitis,  one  or  more  tonsils  re- 
maining still  enlarged.  Also,  in  both  types  the  local  pe- 
ripheral sensory  nerves  partake  of  the  general  atrophy, 
their  functional  inactivity  varying  in  accordance  with  the 
gravity  of  the  affection.  The  nostrils  are  less  sensitive 
to  irritating  medicaments  and  the  pharyngeal  reflex  is 
sluggish;  hence  they  are  favorable  subjects  for  practice 
by  novices  with  the  laryngoscope.  The  velum,  faucial 
pillars,  posterior  pharyngeal  wall,  and  even  the  base 
of  the  tongue  are  thinner  than  usual,  thus  affording 
a  more  spacious  pharynx  through  which  to  reflect  light. 
The  bones  themselves  are  similarly  affected,  not  alone 
the  turbinated  bones,  which  in  advanced  ozsena  are  re- 
duced to  rudiments,  but  also  the  nasal  bones  and  their 
contiguous  cartilages.  The  dorsum  of  the  nose  is  broad, 
foreshortened,  and  sometimes  slightly  depressed,  simu- 
lating then  the  "  saddleback "  nose  of  syphilis,  only 
less  pronounced;  the  tip  is  tilted  upward,  and  the  dilated 
nostrils  present  rather  forward  than  downward,  consti- 

*  The  term  ozsena  is  now  by  common  consent  among  recent  German 
and  English  authors  restricted  to  tins  type  of  atrophic  rhinitis,  and  in 
this  sense  alone  it  is  employed  in  this  article,  not  referring  to  any  othe'" 
disease  accompanied  by  a  foul  odor. 
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tuting  a  "  facies  "  quite  characteristic,  but  by  no  means 
always  present. 

Ttie  whole  saeptum  is  affected,  but  especially  its  car- 
tilaginous segment,  in  which  perforation  frequently  en- 
sues. This  seems  more  common  in  simple  dry  rhinitis 
of  later  life  than  in  oza^na,  and  should  be  ascribed  in 
the  main  to  the  progressive  emaciation  of  the  cartilage 
rather  than  to  erosion  simply  from  the  detachment  of 
crusts.  It  is  easy  to  pick  through  a  cartilage  already 
in  a  state  of  atrophy  and  without  recuperative  power, 
when  perforation  would  not  ensue  from  the  same  act  on 
a  normal  structure. 

These  widespread  nutritive  changes,  which  involve 
not  only  the  mucous  and  submucous  tissues  but  also  the 
muco-lymphoid,  muscular,  and  osseous  structures  and  the 
nerve  supply  as  well,  are  suggestive,  as  voiced  by  Gott- 
stein  (3),  Zarnike  (4),  Eethi,  and  others  (5),  of  a  primary 
centric  trophoneurosis.  This  idea  is  further  supported 
by  the  fact  that  in  certain  cases  there  is  dryness  of  the 
roof  of  the  mouth  or  of  the  whole  mouth,  there  being 
an  evident  deficiency  of  both  the  mucous  and  salivary 
secretion.  Moreover,  it  is  a  bilateral  disease,  the  two 
sides,  not  only  of  the  nose,  but  also  of  the  pharynx  and 
larynx  when  involved,  ultimately  becoming  about  equally 
affected.  The  exceptions  to  this  are  apparent  rather  than 
real,  and  are  due  to  some  special  modifying  condition, 
such  as  a  markedly  deviated  saeptum,  to  the  concave  side 
of  which  atrophy,  limited  to  the  whole  or^part  of  one 
nostril,  may  be  observed.  It  is  indeed  doubtful  if  this 
unilateral  dryness  and  incrustation  is  the  real  atrophic 
disease,  for  correction  of  the  saeptal  deformity  will  result 
in  a  speedy  cure,  as  exemplified  in  the  following  case: 

Miss  ,  aged  twelve  years,  patient  at  St.  Luke's 

Hospital,  complained  of  dryness  and  incrustation  of  one 
nostril.  The  saeptum  throughout  nearly  its  whole  ex- 
tent was  bulged  toward  the  right  side  with  a  spur  devel- 
oped upon  its  convexity,  causing  occlusion  of  the  right 
nostril.  The  left  nostril  was  widely  capacious.  Crusts 
accumulated  in  the  concavity  of  the  sfpptum  and  over 
the  turbinated  bodies,  reaching  even  to  the  nasopharynx. 
They  maintained  constant  irritation  and  excoriation  of 
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the  nostril  and  irritability  of  the  throat.  An  operation 
on  the  septum  succeeded  in  placing  it  in  the  median 
line,  with  a  complete  cure  of  all  the  catarrhal  symptoms. 

Nevertheless,  in  certain  cases,  long-continued  over- 
spaciousness  of  a  nostril  results  in  persistent  dryness, 
with  mild  atrophy  of  the  pharynx  and  aural  complica- 
tions. 

Cases  thus  of  unilateral  dryness  lend  a  quasi-con- 
hrmation  to  the  suggestion  that  congenital  malforma- 
tion of  the  bony  framework  of  the  nose  is  the  under- 
lying cause  of  atropine  rhinitis;  by  Hofman  (6),  that 
there  is  decreased  length  and  increased  height;  and 
by  Zaufal  (7),  that  there  is  increased  width  of  the  nasal 
chambers,  and  in  consequence  poor  ventilation  with  stag- 
nation. However,  simple  dry  rhinitis  is  known  to  attack 
nostrils  previously  of  normal  width,  and  ozsena  may  affect 
comparatively  narrow  chambers,  so  that  faulty  anatomi- 
cal considerations  can  not  be  viewed  as  the  sole  cause. 

Dryness  and  incrustation,  oftentimes  unilateral,  are 
likewise  observed  in  syphilitic  cases,  especially  where 
gummatous  softening  of  the  sseptum  has  resulted  in 
narrowing  one  nostril  and  widening  the  other,  a  condi- 
tion which  is  not  to  be  confounded  with  true  atrophic 
rhinitis;  but  in  consequence  of  the  similarity  of  the  two 
conditions  it  is  felt  that  the  latter  might  be  a  remote 
manifestation  of  the  syphilitic  dyscrasia  in  an  hereditary 
form. 

Many  cases  of  ozsena  can  be  coupled  with  a  tuber- 
culous family  history,  but  not  so  with  others,  while  the 
same  can  be  said  of  alcoholism  and  gout  as  predisposing 
influences  in  simple  dry  rhinitis. 

In  both  types,  but  especially  in  simple  dry  rhinitis, 
the  atrophy  varies  much  in  degree  and  distribution. 
In  the  milder  cases  it  may  at  first  sight  be  difficult  to 
discover,  but  on  close  inspection  areas  which  present  a 
dry,  glazed  appearance  indicative  of  atrophic  degenera- 
tion of  the  mucous  glands  or  commencing  gross  shrink- 
age of  the  mucosa  will  be  discerned.  The  posterior  nares 
may  be  thus  afi'ected  in  conjunction  with  the  nasophar- 
ynx, while  the  anterior  parts  appear  fairly  normal,  or  con- 
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versely.  Many,  but  not  all,  of  the  cases  of  simple  dry 
rhinitis  of  later  life  have  previously  been  atfected  by 
hypertrophy,  and  have  passed  to  the  atrophic  state  either 
as  a  matter  of  consequence  or  coincidence.  If  seen  dur- 
ing the  transition  period  one  may  observe  hypertrophy 
at  one  point  and  atrophy  at  another  point  of  the  same 
turbinated  body,  or  inequality  between  the  two  nostrils. 
In  fact,  it  seems  unnecessary  for  the  hypertrophic  change 
to  exhaust  itself  in  one  stage  before  the  atrophy  takes 
its  turn,  for  both  processes  can  exist  and  progress  side 
by  side  and  intermingled  with  each  other  in  the  same 
tissue. 

Wyatt  Wingrave  (8)  makes  the  point,  with  special 
reference,  however,  to  the  ozaenal  type,  that  there  is 
a  wide  histological  difference  between  true  cavernous 
or  erectile  hypertrophy  and  the  inflammatory  thicken- 
ing which  precedes  or  courses  along  with  atrophic  rhi- 
nitis. But  it  is  not  unusual  to  find  the  middle  turbinated 
bodies  in  a  state  of  positive  plain  hypertrophy,  or  they 
may  present  the  aspect  of  polypoid  degeneration  to  the 
point  of  packing  the  upper  nasal  spaces,  while  the  infe- 
rior conchas  are  distinctly  atrophied. 

Hajek  (9),  however,  contends  that  genuine  atrophy  is 
never  accompanied  by  hypertrophy  of  the  middle  conchas, 
and  designates  the  condition  in  this  class  of  cases  as 
pseudo-atrophy. 

The  following  case  exemplifies  the  transition  of  the 
hypertrophic  condition  into  the  atrophic  state  not  only 
of  the  nose  but  also  of  t1ie  pliarynx  and  larynx: 

Mrs.  T?..  aged  about  thirty-five  years,  was  treated  six 
years  ago  for  hypertrophic  lar3^ngitis.  The  interarytae- 
noid  fold  was  markedly  infiltrated,  and  the  vocal  cords 
and  ventricular  bands  were  thickened  and  relaxed.  Aid 
was  sought  only  on  account  of  impairment  of  the  voice, 
although  she  even  then  complained  of  a  sense  of  dryness 
in  the  pharynx,  although  it  showed  follicular  enlarge- 
ments. The  tonsils  being  enlarged  were  abscised,  and 
the  larynx  curetted  and  swabbed  with  lactic  acid.  The 
nasal  turbinated  bodies  were  somewhat,  but  not  greatly, 
enlarged,  and  were  not  subjected  to  treatment.  The 
condition  improved,  and  she  passed  from  observation  till 
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last  February,  when  she  returned  with  symptoms  of  sim- 
ple atrophic  rhinitis  and  pharyngitis.  The  turbinated 
bodies  and  posterior  pharyngeal  wall  are  now  distinctly 
atrophied,  while  the  larynx  is  nearly  normal  and  the 
voice  good,  A  remnant  only  remains  of  the  excrescence 
on  the  interarytasnoid  fold.  Tuberculosis  can  be  ex- 
cluded. Syphilis  was  considered,  but  lacked  any  sort 
of  confirmation  till  within  the  last  two  months,  when 
two  suspicious  gummatous  swellings  have  appeared  on 
the  sseptum.  Should,  they  prove  to  be  true  gummata,  it 
will  confirm  my  opinion  that  many  cases  of  atrophic 
rhinitis,  and  of  those  which  undergo  the  transition  from 
the  hypertrophic  state,  are  manifestations  of  an  attenu- 
ated form  of  syphilis,  either  hereditary  or  acquired. 

In  theory  it  is  contended  that  the  cirrhosis  is  a  natu- 
ral sequence  to  hyperplasia  analogous  to  similar  changes 
in  the  liver,  and  that  the  cellular  proliferation  which  is 
incidental  to  hypertrophy  serves  by  pressure  to  obstruct 
the  vascular  supply,  thus  leading  to  atrophy. 

Dr.  J.  N.  Mackenzie  (10)  is  of  the  opinion  that  this 
transition  theory  is  supported  by  satisfactory  micro- 
scopic as  well  as  clinical  evidence. 

Its  vulnerable  points  are  that  it  affords  no  explana- 
tion of  the  ozffinal  type  of  very  early  life;  that  simple 
dry  rhinitis  of  later  life  is  not  invariably  preceded  by 
hypertrophy;  and  that  hypertrophy  does  not  always  ter- 
minate in  atrophy,  facts  which  should  lead  us  to  seek 
farther  for  the  dominant  underlying  causes  of  the  dis- 
ease. 

Michael  (11),  and  later  Griinwald  (12),  have  sought 
to  establish  the  dependence  of  all  cases  of  ozsena  upon 
suppuration  in  one  or  more  of  the  collateral  sinuses,  but 
his  elaborate  argument  and  mass  of  testimony  only 
serve  to  convince  one  to  the  contrary. 

Bosworth's  (13)  theory,  that  it  is  a  sequence  to  sup- 
purative rhinitis  of  childhood,  is  awaiting  confirmation. 
It  at  least  suggests  a  more  thorough  handling  of  all 
cases  of  suppurative  rhinitis,  since  neglect  of  this  is 
fraught  with  the  danger  of  ultimate  atrophy  and  ozaena. 

Is  it  of  a  microbic  nature? 

Frankel  and  Lowenberg  (14)  have  isolated  a  specific 
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cocco-bacillus  (bacilli  generally  appearing  as  diplococci 
and  distinguished  by  large  size — 1  to  1.65  fx)  which 
is  quite  uniformly  present  in  ozasna,  and  to  which  the 
fcetor  at  least  is  attributed;  but  inoculation  experiments, 
the  crucial  tests,  have  so  far  failed  to  produce  the  disease. 

Abel  (15)  has  described  apparently  the  same  organ- 
ism, under  the  name  Bacillus  mucosus,  as  invariably 
present  in  all  stages  and  types  of  the  disease.  He  de- 
clares it  to  be  identical  with  the  Kapselcoccen  previously 
observed  by  others,  but  different  from  Friedlander's 
pneumo-bacillus,  similarity  to  which  has  been  noted  by 
Hajek  (16). 

Wyatt  Wingrave  (17)  has  described  hyaloid  bodies, 
possibly  of  a  parasitic  nature. 

Finally,  the  novelty  is  suggested  by  Belfanti  and 
Delia  Vedova  (18)  that  the  diphtheria  bacillus  is  the 
cause,  and  they  report  cures  in  one  half  their  cases  by  a 
series  of  thirty  antitoxine  injections;  but  Professor  Gar- 
dinigo  (19)  reports  negative  results. 

Symptoms,  with  Special  Reference  to  Type  I,  Simple 
Dry  Rhinitis.— The  milder  forms  of  Type  I  are  accom- 
panied only  by  a  sense  of  dryness  in  the  nose  or  dis- 
comfort in  the  nasopharynx.  A  lady  of  fifty  years,  who 
had  previously  been  affected  with  hypertrophic  rhinitis 
for  which  the  cautery  had  been  perhaps  too  freely  ap- 
plied, was  annoyed  by  subjective  sensations  of  a  web  or 
veil  across  the  nostril.  Regarding  the  possible  effect 
of  cauterization  in  developing  atrophic  rhinitis,  as  the 
atrophy  in  this  case  was  equally  apparent  on  the  sjeptum, 
I  regarded  it  as  post  hoc  rather  than  propter  hoc.  Still, 
it  would  be  wise  to  avoid  the  too  free  use  of  this  rem- 
edy, especially  on  patients  past  middle  age. 

A  gentleman,  aged  fifty-five  years,  exemplified  a  wide 
group;  he  complained  solely  of  soreness  and  distress  in 
the  throat  in  consequence  of  the  formation  of  crusts 
in  the  nasopharynx.  The  posterior  third  of  the  nasal 
chambers,  in  conjunction  with  the  nasopharynx,  pre- 
sented atrophic  changes.  He  gave  a  history  of  hyper- 
trophic disease  earlier  in  life,  of  which  evidences  still  re- 
mained in  the  anterior  nares  and  pharynx. 


92  The  American  Laryngological  Association. 

Incrustation  over  the  cartilaginous  septum  tempts 
the  patient  to  pick  the  nose,  wliich  leads  to  trouble- 
some attacks  ot  epistaxis.  Even  a  rough  use  of  the  hand- 
kerchief can  excite  bleeding. 

As  stated,  the  characteristic  foetor  of  ozaena  is  not 
present,  although  a  faint  disagreeable  odor  may  ensue 
from  accumulated  crusts. 

The  ears  are  commonly  implicated,  and  impairment 
of  hearing  will  at  times  be  the  first  symptom  for  which 
relief  is  sought,  the  earlier  nasal  manifestations  having 
been  disregarded,  and  the  same  may  be  said  for  the 
symptom  of  impairment  of  the  voice  from  implication 
of  the  larynx. 

On  examination  of  the  nose  inspissated  secretion  will 
be  seen  adhering,  especially  to  the  middle  turbinated 
bodies  and  saeptum,  or  the  surface  will  have  a  dry,  glazed 
appearance  in  whole  or  part. 

The  symptoms,  both  subjective  and  objective,  of  ad- 
vanced cases  of  simple  dry  rhinitis  are  much  the  same 
as  those  of  the  oztenal  type  minus  the  foetor,  and  may 
therefore  be  considered  in  conjunction  therewith. 

Symptoms,  with  Special  Beference  to  Type  II,  Ozcena. 
— Crust  formation  and  foetor  are  the  most  prominent 
symptoms  of  ozaena,  although  other  secondary  manifes- 
tations are  numerous. 

The  crusts  may  accumulate  in  thin  scales  or  in  large 
masses  of  horny  consistence,  which  may  even  occlude  the 
nostrils  at  times,  being  firmly  adherent  and  impacted  in 
the  sinuosities  of  the  nares,  until,  by  decomposition  and 
softening  of  the  layers  adjoining  the  mucosa,  they  are 
finally  cast  loose  and  expelled  in  large  pieces  by  blowing, 
often  leaving  abraded  but  not  ulcerating  surfaces  be- 
hind. 

The  foetor  varies  in  intensity  in  different  cases,  but 
in  its  severe  form  it  is  so  horribly  nauseating  and  pene- 
trating as  to  contaminate  the  atmosphere  of  an  entire 
room  in  a  few  minutes,  and  to  necessitate  comparative 
isolation  of  the  afflicted  person.  It  interferes  with  his 
social  and  business  usefulness,  and  actually  restricts  his 
earning  capacity.    The  odor  is  mostly  due  to  decomposi- 
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tioii  of  the  incrusting  secretion  in  situ,  but  there  is  rea- 
son to  believe  that  this  decomposition  extends  somewhat 
to  the  secretion,  which  is  still  in  process  of  elaboration  in 
the  structure  of  the  glands  themselves,  although  this  is 
diilicult  of  absolute  demonstration,  for,  however,  thor- 
oughly one  may  cleanse  the  parts,  foetor  persisting  might 
still  be  caused  by  small  invisible  particles  of  crusts  in 
the  accessory  cavities,  ethmoid  cells,  or  sphenoid  sinus. 

In  advanced  cases,  commonly,  the  sense  of  hearing  is 
impaired,  the  sense  of  smell  obtunded,  the  eyes  occasion- 
ally inflamed,  and  the  physiognomy  lacldng  in  acuteness 
of  expression.  The  disease  is  prone  to  extend,  follow- 
ing the  air-passages  downward  even  to  the  bronchioles. 

On  rhinoscopic  examination,  both  anteriorly  and  pos- 
teriorly, one  is  impressed  by  the  spaciousness  of  the  nasal 
cavities  and  the  presence  of  scales  or  crusts.  Even  when 
the  conchffi  are  yet  quite  large  there  will  be  an  abnormal 
width  of  space  between  them  and  the  septum  unless,  as 
occasionally  happens,  the  middle  turbinated  bodies  are 
the  seat  of  hyperplasia.  In  advanced  cases  the  turbinated 
bodies  appear  merely  as  rudiments,  and  one  seems  to 
look  into  a  large  cavern  through  which  can  be  seen  the 
dry  and  glazed  posterior  pharyngeal  wall  and  the  crater- 
like Eustachian  orifice.  The  faucial  and  post-nasal  ton- 
sils and  lingual  adenoid  tissue  will  have  disappeared  or 
appear  much  atrophied.  After  thorough  cleansing  the 
mucous  membrane  looks  smooth  and  thin,  although 
somewhat  congested  and  abraded  in  spots  from  the 
irritation  of  long-retained  incrustation. 

In  conclusion,  it  would  appear  that  the  theory  of  mere 
transition  from  hypertrophic  rhinitis  is  inadequate  to 
explain  all  the  clinical  aspects  of  atrophic  rhinitis,  al- 
though it  affords  a  rational  explanation  of  certain  cases 
of  simple  dry  rhinitis  of  later  life. 

For  the  ozsenal  type  the  choice,  in  the  main,  would 
lie  between  the  trophoneurosis  and  microbic  theories, 
with  the  probabilities  in  favor  of  the  latter,  and  bacterio- 
logic  methods  should  certainly  be  exhausted  in  an  effort 
either  to  prove  or  disprove  its  microbic  origin. 
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ABSTRACT   OF   REMARKS   ON   ATROPHIC   ENDORRHINITIS. 

By  JOHN   N.  MACKENZIE,   M.  D. 

In  order  to  confine  this  discussion  within  reasonable 
bounds,  I  shall  address  myself  strictly  to  the  pathological 
anatomy  of  so-called  atrophy  of  the  intranasal  structures, 
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as  announced  on  the  programme.  Let  us  consider  the 
problem  from  a  purely  anatomical  standpoint  and  in- 
quire what  is  the  nature  of  the  structural  changes  found, 
and  in  what  order  do  they  appear? 

1  wish  at  the  outset  to  disclaim  any  idea  of  opening 
the  ozaina  question.  That  has  been  done  by  Dr.  Cassel- 
berry  in  his  paper  just  read.  As  every  gynecologist  has 
his  vaginal  speculum,  so  every  rhinologist  has  his  the- 
ory of  the  causation  of  ozaena.  Speculations  on  the 
subject  are  as  multitudinous  as  the  stars.  One  thing, 
however,  should  be  remembered — ozcena  is  not  atrophy, 
although  frequently  a  symptom  of  that  condition.  It 
is  only  in  this  way  that  it  is  at  all  related  to  our  subject. 

At  the  beginning  of  our  inquiry  I  would  lay  stress 
upon  the  fact  (to  look  at  the  subject  from  a  novel  stand- 
point) that  in  the  condition  involved  in  our  conception 
of  so-called  hypertrophic  and  atrophic  nasal  catarrh  we 
are  dealing  not  simply  with  an  inflammation  of  a  mu- 
cous membrane,  but  with  definite  structural  changes  in 
an  important  organ  of  respiration,  using  the  term  organ 
in  its  highest  physiological  sense.  This  organ  of  varied 
function  consists  anatomically  essentially  of  myriad 
vessels  and  blood  spaces  in  wonderfully  exquisite  cor- 
relationship,  bounded  on  the  one  side  by  periosteum  and 
on  the  other  by  mucous  membrane,  set  in  a  network  of 
connective  tissue  containing  glands,  muscle,  and  elastic 
fibre,  by  which  is  rendered  possible  the  alternate  erection 
and  collapse  of  the  tissues  which  is  essential  to  its  proper 
and  complete  discharge  of  function.  Call  these  bodies 
by  whatever  name  you  may — erectile  bodies,  corpora 
cavernosa,  nasal  lungs — we  have  a  definite  peculiar  ana- 
tomical arrangement  of  tissues  endowed  with  specific 
physiological  function  and  fulfilling  a  manifest  and 
manifold  destiny  in  the  organism. 

A  great  deal  of  confusion  surrounds  the  subject  under 
discussion  from  (1)  a  loose  and  inexact  use  of  the  term 
atrophy,  as  applied  to  the  changes  under  review,  and 
from  (2)  failure  to  distinguish  between  the  different 
forms  of  atrophy  which  may  affect  the  nasal  mucous 
membrane,  and  the  causes  that  conspire  to  produce  them. 
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A  lazy  disregard  of  certain  elementary  facts  in  patho- 
logical anatomy  has  thus  led  to  hasty  generalization  and 
inadequate  hypothesis. 

Atrophy  is  the  diminution  in  size  of  an  organ,  the 
result  of  diminution  in  size  and  disappearance  of, the 
structural  elements  of  the  tissues.  In  this  process  the 
highly  specialized  portions  suffer,  while  the  connective 
tissue  may  not  show  any  wasting — indeed,  is  often  notahly 
developed  in  excess.  There  are  two  forms  of  atrophy — 
simple  atrophy  and  atrophy  with  degeneration.  Simple 
atrophy  may  be  the  result  of  (1)  excessive  waste,  (2)  im- 
paired nutrition,  (3)  pressure,  (4)  impaired  functional 
activity,  or,  finally,  (5)  imperfectly  defined  trophoneu- 
rotic changes.  The  consideration  of  simple  atrophy  of 
the  intranasal  structures  opens  up  a  vast  field  of  almost 
boundless  horizon  which  has  been  heretofore  very  imper- 
fectly explored.  Except  perhaps  in  the  case  of  pressure 
atrophy,  we  know  little  or  nothing  of  the  subject.  It  is, 
of  course,  conceivable  that  simple  intranasal  atrophy  may 
be  produced  by  all  of  the  causes  indicated  above;  but 
we  have  very  little  exact  knowledge  concerning  it.  The 
atrophy  of  which  I  shall  speak  is  not  a  simple  atrophy, 
but  an  atrophy  with  degeneration.  The  very  use  of  the 
term  atrophic  rhinitis,  or,  more  correctly,  endor rhinitis, 
excludes  the  idea  of  simple  waste,  and  presupposes  that 
of  degeneration — the  degeneration  of  an  inflammatory 
process.  Just  here  let  me  say  that  the  use  of  the  terms 
"  hypertrophy  "  and  "  hyperplasia  "  as  expressive  of  the 
changes  found  in  chronic  intranasal  inflammation  is  un- 
fortunate. True  hypertrophy  and  hyperplasia,  if  they 
exist,  must  be  exceedingly  rarely  found.  If,  then,  we 
are  to  retain  them,  we  must  not  insist  on  a  too  rigid  ap- 
plication of  their  definition  as  given  by  the  pathologist. 

It  was  in  attempting  to  bring  order  out  of  the  existing 
chaos  of  terminology  that  some  years  ago  *  I  proposed  to 
substitute  the  term  cirrhosis  to  denote  the  changes  found 
in  the  condition  under  discussion.  Here,  too,  we  have 
another  unfortunate  term  for  which  we  have  to  thank 

*  Some  Notes  on  the  Pathology  of  Intranasal  Inflammation.  Medical 
News,  Philadelphia,  October  4,  1884. 
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Laennec.  Of  all  its  various  synonyms,  sclerosis  is  per- 
haps the  most  exactly  descriptive.  Cirrhosis  or  scle- 
rosis is  a  chronic  inflammation  in  which  atrophy  of  the 
specific  tissues  is  associated  with  hypertrophy  of  the  con- 
nective tissue.  It  begins  either  acutely  or  more  insidi- 
ously, and  is  characterized  by  atrophy  and  degeneration 
of  the  gland  tissue,  by  hypertrophy  of  the  connective 
tissue,  by  cellular  infiltration,  by  the  formation  of  granu- 
lation tissue,  and  by  obliteration  of  old  vessels  and  by 
the  formation  of  new  (Ziegler).  In  so-called  intranasal 
hypertrophy  and  atrophy  we  have  two  forms,  or,  to 
speak  more  accurately,  stages  of  the  sclerotic  procesi^' — 
viz.,  a  stage  of  hypertrophic  and  a  stage  of  atrophic 
sclerosis — and  these  terms  I  would  propose  to  substitute 
for  those  in  common  use.  Instead  of  speaking  of  a  stage 
of  hypertrophy  and  a  stage  of  atrophy,  therefore,  we 
would  indicate  the  condition  found  by  the  terms  hyper- 
trophic and  atrophic  sclerosis. 

Now  in  regard  to  the  astiology  of  the  process.  Ap- 
parently the  most  common  cause  is  the  chronic  irritation 
'produced  hy  inflammation  of  the  nasal  mucous  membrane, 
the  chronic  catarrh  extending  to  the  interstitial  tissue  of 
the  erectile  organ.  This  chronic  catarrh  may  or  may  not 
be  originally  due  to  the  action  of  micro-organisms. 

In  another  class  of  cases  the  irritation  causing  the 
sclerotic  process  may  reach  the  nose  through  the  blood, 
as  an  infection,  as  in  the  case  of  syphilis  and  tuberculosis, 
or  as  an  intoxication,  as  in  the  case  of  alcohol. 

That  the  atrophic  or,  to  speak  more  exactly,  the  scle- 
rotic process  owes  its  origin  to  the  constant  contact  of  pus 
with  the  nasal  mucous  membrane,  either  as  a  product 
of  disease  of' that  structure  or  in  the  form  of  discharge 
from  the  accessory  sinuses,  is  a  view  that  has  been 
gravely  maintained  by  more  than  one  observer.  In  all 
pathology  there  is  no  parallel  to  such  a  condition. 

What  is  the  nature  of  the  sclerotic  process?     Are 
the  changes  in  the  connective  tissue  primary  or  sec- 
ondary?   Do  the  highly  specialized  elements  suffer  first 
and  disappear,  to  be  replaced  later  by  a  connective-tissue 
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scar,  or  is  their  disappearance  due  to  a  primary  contrac- 
tion of  an  inflamed  and  hypertrophied  interstitial  tissue? 
It  will  be  the  task  of  the  future  to  answer  these  questions. 
In  other  organs  of  the  body — as,  for  example,  the  liver 
and  brain — it  is  probable,  though  not  yet  completely 
proved,  that  in  the  cirrhotic  process  the  highly  special- 
ized tissues  suffer  first.  In  the  liver,  especially,  it  seems 
probable  that  the  disease  originates  in  the  hepatic  cells 
and  that  scar  tissue  subsequently  takes  their  place.  It 
is  quite  possible  that  this  may  be  the  chain  of  events 
in  sclerosis  of  the  intranasal  tissues,  especially  in  those 
cases  in  which  the  irritation  producing  the  sclerosis 
reaches  the  erectile  organs  through  the  blood  either  as 
an  infection  or  as  an  intoxication.  In  cases,  on  the  other 
hand,  which  presumably  result  from  an  extension  of  in- 
flammation of  the  mucous  membrane  to  the  interstitial 
tissue  of  the  turbinated  bodies,  the  connective-tissue 
changes  are  doubtless  primary,  and  the  highly  special- 
ized elements  disappear  as  the  result  of  the  contraction 
of  the  newly  formed  interstitial  tissue.  Not  to  mention 
other  evidences  of  its  contraction,  the  frequent  pres- 
ence of  cysts  and  the  ssepta  formations  which  I  have 
described  elsewhere  *  certainly  point  to  the  presence  of 
a  strong  constricting  force.  That  the  highly  specialized 
tissues  do  not,  however,  always  disappear  by  virtue  of 
such  constriction  is  shown,  I  think,  in  the  specimens 
taken  from  the  ethmoid  region  exhibited  at  the  last 
meeting  of  this  association,  f  Here  the  glands  are  being 
destroyed  by  young  granulation  tissue. 

In  considering  the  order  of  appearance,  the  chrono- 
logical relationship  of  the  two  stages  of  nasal  sclerosis, 
let  us  first  inquire,  Is  the  process  ever  ab  initio  atrophic? 

I  do  not  by  any  means  wish  to  deny  the  possibility 
of  such  an  occurrence.  It  is  quite  conceivable,  indeed, 
that,  as  the  cirrhotic  changes  sometimes  occur  without 
antecedent  hypertrophy  in  the  liver,  so  they  may  origi- 
nate in  the  nose  in  a  similar  manner.    It  is  also  possible 

*  Transactions  of  the  American  Laryngological  Association^  1885) 
p.  159. 

^  Transactions^  1896. 


Abstract  of  Remarks  on  Atrophic  Endorrhinitis.       99 

that  the  sclerotic  process  may  take  its  departure  from 
diseased  conditions  of  the  periosteum  and  may  not  be 
heralded  by  apparent  increase  in  volume  of  the  tissues. 

The  problem  is  a  difficult  one  for  the  reason  that  the 
affection  often  develops  very  insidiously,  and  its  stage  of 
inception  and  course  are  therefore  imperfectly  known. 
While  we  can  not  dismiss  from  consideration  the  idea  of 
primary  degenerative  atrophy  of  the  intranasal  tissues, 
the  clinical  and  pathological  facts  in  our  possession  indi- 
cate that,  if  it  exist,  it  must  be  reckoned  among  the  ex- 
ceptions to  the  rule. 

There  is  no  direct  histological  or  clinical  proof  that  the 
sclerotic  process  is  atrophic  from  the  beginning.  No 
man  has  demonstrated  microscopically  or  on  the  cadaver, 
nor  has  occasion  ever  arisen,  except  in  a  few  doubtful 
cases,  for  clinical  demonstration  of  the  possibility  of  such 
an  occurrence.  In  reply  to  the  stricture  of  Dr.  Cassel- 
berry  that  ozfena  often  occurs  at  a  period  too  early  in 
life  to  warrant  the  assumption  of  a  preexisting  hyper- 
trophy, I  would  say  that  ozsena  and  atrophy  are  not  con- 
vertible terms.  Ozaena  is  not  a  disease  per  se,  but  a 
symptom  of  a  number  of  pathological  states.  As  is  well 
known,  it  is  often  present  in  hypertrophic  catarrh. 
Ozsena  in  children  does  not  necessarily  imply  atrophy. 
In  children,  too,  as  in  the  adult,  the  transition  period 
from  hypertrophy  to  atrophy  may  be  very  brief,  the  wast- 
ing occurring  rapidly  from  malnutrition,  due  to  consti- 
tutional taint  or  other  causes.  The  congestion  or  hyper- 
trophy that  precede  the  stage  of  complete  waste,  too,  are 
not  always  strikingly  marked  as  regards  the  naked-eye 
appearances,  and  are  therefore  liable  to  be  overlooked. 

Assuming- that  atrophy  occurs  soon  after  birth,  it  is 
possible  that  it  may  have  been  antedated  by  a  catarrh 
in  utero.  This  is,  of  course,  assumption,  but  not  extrava- 
gant speculation. 

That  the  atrophic  is  usually  preceded  by  a  hyper- 
trophic stage  is  rendered  highly  probable  from  a  number 
of  clinical  and  pathological  facts.  If  the  clinical  history 
is  accurately  taken,  it  will  often  point  to  a  preexisting 
catarrhal  hypertrophic  condition.     The  hjrpertrophy — 
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that  is  to  say,  the  swelling — need  not  necessarily  by  any 
means  be  very  pronounced.  Why  it  should  in  one  case 
terminate  in  fibrosis  leading  to  the  formation  of  the  dense, 
so-called  "  hypertrophies,"  or  to  formation  of  nasal 
polypi,  and  in  another  case  terminate  in  atrophy,  are 
questions  as  yet  unsolved. 

The  rapidity  with  which  the  hypertrophic  passes  into 
the  atrophic  form  is  proportionate,  in  all  probability,  to 
the  possession  of  some  constitutional  taint,  such  as, 
for  example,  the  congenital  or  acquired  form  of  syphilis. 
The  early  appearance  of  atrophy  in  some  cases  is  de- 
pendent doubtless,  too,  upon  certain  modes  of  life  and 
other  conditions  which  influence  the  rate  of  progress  in 
simple  inflammation  in  general.  I  have  seen  it  occur 
with  rapidity  after  the  profound  impression  made  upon 
the  nutrition  of  the  parts  as  the  result  of  acute  systemic 
disease. 

If  the  patient  is  not  under  observation  from  the  out- 
set, it  may  be  difficult  to  establish  with  certainty  the 
chronological  relationship  of  the  two  stages;  but,  so  far 
as  my  observation  goes,  I  have  never  been  able  to  satisfy 
myself  of  the  independent  origin  of  the  atrophic  form. 

The  pathological  history  of  the  process  is,  moreover, 
that  of  the  conversion  of  hypertrophic  changes  into  those 
of  an  atrophic  form.  In  the  rhinoscopic  picture,  in  the 
microscopic  section,  the  processes  of  hypertrophy  and 
atrophy  are  found  side  by  side.  More  than  that,  the 
atrophic  changes  are  more  pronounced  in  situations  in 
which  the  catarrhal  inflammation  originally  developed. 
Thus,  for  example,  if  the  disease  originates  as  a  catarrh 
of  an  accessory  sinus,  the  atrophy  is  more  pronounced  in 
the  latter  situation,  the  nasal  mucous  membrane  proper 
presenting  evidences  of  simple  or  hypertrophic  catarrhal 
inflammation.  If,  on  the  other  hand,  the  disease  origi- 
nate in  the  nasal  fossae,  the  morbid  condition  of  the  sinus, 
if  such  exist,  is  that  of  simple  or  hypertrophic  inflamma- 
tion. Finally,  as  the  hypertrophic  variety  almost  always 
begins  in  the  respiratory  portion  of  the  nostril,  so 
in  the  atrophic  form,  the  region  of  the  inferior  meatus, 
the  classical  seat  of  atrophy,  is  the  first  to  be  destroyed. 
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Weighty  evidence  in  support  of  the  position  that 
atrophy  is  usuaily  preceded  by  hypertrophy  in  cases 
that  follow  catarrhal  inflammation  is  furnished  by  the 
microscope.  Here  the  processes  are  found  side  by  side 
in  the  section,  or  portions  of  the  membrane  show  signs 
of  atrophy,  while  in  others,  when  the  disease  is  less  ad- 
vanced, hypertrophic  changes  are  discovered. 

The  above  considerations  encourage  the  belief,  I 
think,  that  in  sclerosis  which  is  the  result  of  intranasal 
irritation  the  atrophy  is  usually  preceded  by  a  hyper- 
trophic or  congestive  stage. 

I  have  not  elaborated  the  propositions  which  form  the 
basis  of  my  remarks  this  morning.*  Until  they  can  be 
successfully  overthrown  it  may  be  well  to  accept  them, 
provisionally,  at  least. 

In  the  absence  of  direct  histological  and  clinical  proof 
of  such  a  condition;  in  view  of  the  rapidity  with  which, 
in  some  cases,  the  hypertrophic  variety  passes  into  the 
atrophic;  in  consideration  of  the  many  obvious  diffi- 
culties in  the  way  of  certain  historical  data  in  its  favor, 
and  in  the  light  of  anatomical  investigation,  the  ques- 
tion "Is  intranasal  sclerosis  ever  ab  initio  atrophic?** 
must,  for  the  present  at  least,  be  answered  in  the  nega- 
tive. 


Paper. 

THE  TREATMENT   OF   ATROPHIC   RHINITIS. 

By   clarence   C.   RICE,   M.  D. 

I  AM  sur-e  we  all  feel  that  nothing  remains  to  be  said 
concerning  the  aetiology  and  pathology  of  the  disease 
now  under  discussion.  This  part  of  the  subject  has  been 
very  exhaustively  stated  by  the  gentleman  preceding  me, 
and  yet  I  should  like  to  say  that  I  am  so  thoroughly  con- 
vinced that  atrophic  changes  in  the  nose  and  throat  are 

*  For  an  elaboration  of  the  subject,  see  the  article  in  the  Medical 
News  already  referred  to,  and  also  the  chapter  on  Cirrhotic  Rhinitis  in 
Burnett's  System,  vol.  i,  1893. 


102  The  American  Laryngological  Association. 

intimately  dependent,  if  not  upon  constitutional  taint  of 
some  kind,  at  least  upon  unhealthful  occupation  or  un- 
sanitary manner  of  living,  that  it  is  necessary  to  classify 
the  treatment  of  atrophic  rhinitis  under  the  double  head- 
ing of  constitutional  and  local.  I  know  that  constitu- 
tional relationship  to  this  apparently  local  atrophy  is 
strenuously  denied  by  many  good  observers,  but  when  we 
recall  that  this  disease  is  so  much  more  frequently  seen 
among  dispensary  patients  than  in  private  practice,  and 
often  present  in  all  the  children  of  a  family;  and  when 
we  find  that  it  is  this  form  of  catarrhal  trouble  which 
commonly  attacks  the  anaemic,  ill  nourished,  improperly 
cleansed  people  working  at  trades  within  doors,  I  am  sure 
we  can  not  but  feel  that  something  more  than  local 
causes  are  to  blame  for  atrophic  rhinitis.  I  speak  of 
this  because  I  feel  that  we  have  in  the  past  been  too 
anxious  to  discover  some  new  drug  which  would  prove 
of  specific  benefit  in  restoring  the  normal  nasal  secretion 
and  have  paid  too  little  attention  to  the  general  condition 
of  the  patient.  I  am  willing  to  be  frank  enough  at  the 
outset  to  say  that  if  it  were  left  to  me  to  choose  as  be- 
tween the  value  of  the  benefit  to  be  obtained  in  the 
treatment  of  atrophic  rhinitis  by  the  use  of  all  the  local 
medications  which  have  ever  been  employed,  or,  on  the 
other  hand,  if  I  were  given  the  opportunity  to  put  my 
patient  at  out-of-door  work  and  under  favorable  hy- 
gienic and  sanitary  conditions,  I  certainly  should  choose 
the  latter  expedient,  asking  only  that  the  patient  should 
be  instructed  to  cleanse  the  nose  with  suitable  washes. 
Perhaps  this  is  as  proper  a  time  as  any  to  say  that  I  have 
had  the  opportunity  during  the  last  two  years  to  send, 
among  a  large  number,  eight  persons,  men  and  boys,  who 
were  suffering  from  advanced  atrophic  disease  of  the 
nose  and  throat,  to  a  stock  farm  in  New  Jersey,  where 
they  were  employed  as  ordinary  farm  hands.  These  men 
were  taken  out  of  factories  and  workshops  of  various 
kinds.  They  had  been  treated  before  going  into  the 
country  with  the  ordinary  remedies  for  atrophic  rhinitis 
and  with  the  usual  small  amount  of  benefit.  Their  im- 
provement commenced  as  soon  as  they  were  turned  out 
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of  doors.  Such  an  observation  as  this  proves  a  great 
deal.  The  general  health  of  these  people  was,  of  course, 
improved  by  this  change  of  occupation  and  manner  of 
living.  The  country  life,  too,  did  not  afford  the  oppor- 
tunity nor  the  temptation  for  so  large  a  use  of  alcohol 
and  tobacco.  I  consider  cigarette-smoking  a  very  potent 
factor  in  the  causation  of  atrophic  changes  in  the  nose.^ 
I  am  not  sure  but  that  the  American  Laryngological 
Association  owes  and  could  perform  a  great  duty  to  the 
community  by  endeavoring  to  send  advanced  cases  of 
atrophic  nasal  and  throat  disease  from  city  workshops  to 
country  farms.  The  benefit  would  be  far  more  reaching 
than  simply  the  local  benefit  to  these  people  alone.  I 
am  sure  that  no  member  of  this  association  believes  for 
a  moment  that  the  effect  of  any  drug  upon  the  nasal 
mucous  membrane  compares  in  importance  with  an  in- 
creased amount  of  pure  oxygen,  proper  habits  of  living, 
etc. 

Again,  before  speaking  of  the  treatment  of  this  dis- 
ease, let  me  say  that  we  find  in  our  cases  two  widely 
different  local  appearances,  depending  upon  the  general 
condition  of  the  patient  or  owing  to  difference  in  habits 
of  living.  In  both  atrophic  changes  are  present,  but 
the  pale,  anaemic,  parched  mucous  membrane  of  the 
working  girl  presents  a  very  different  aspect  from  the 
mucous  membrane  of  the  man  of  full  habit,  which  is  as 
dry,  but  is  congested  and  thickened  by  the  immoderate 
use  of  alcohol  and  tobacco.  The  two  conditions  require 
different  local  treatment  and  general  advice. 

In  looking  over  the  literature  of  the  subject  some- 
what, we  find  that  although  many  drugs  have  been  em-- 
ployed  in  the  treatment  of  atrophic  rhinitis,  yet  they 
have  nearly  all  been  used  upon  the  general  principle  of 
producing  what  is  called  by  some  "  stimulation,"  by  oth- 
ers "  irritation."  These  two  terms,  I  imagine,  are  alike  in 
kind,  differing  only  in  degree. 

We  find  that  the  German  school,  clinging  as  usual 
to  their  belief  that  this  disease,  like  all  others,  is  caused 
by  the  presence  of  unusital  kinds  of  bacilli  or  bacteria  in 
unusual  numbers,  advocate  the  use  of  solutions  of  bichlo- 
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ride.  Koch  *  tells  of  the  great  benefit  and  complete  cure 
in  some  cases  of  atrophic  rhinitis  by  the  use  of  a  spray  of 
l-to-4,000  bichloride. 

Lowenberg  always  uses  antiseptic  douches  of  mer- 
curic bichloride  (1  to  4,000),  having  first  removed  the 
crusts  with  warm  saline  solution. 

Thost  f  applies  bichloride  of  mercury  in  a  solution 
of  1  to  2,000  with  a  camel's-hair  brush  twice  a  day.  He 
remarks  that  this  treatment  has  been  in  vogue  for  a 
number  of  years  and  has  always  produced  good  results. 

Of  the  Italian  school,  Cardone  J  (professor  at  the 
University  at  Naples),  believing  that  atrophic  changes  in 
the  nose  are  similar  to  the  process  of  pneumonia  and  de- 
pendent upon  the  same  bacilli,  uses  the  bichloride  in  a 
solution  of  1  to  2,000,  giving  internally  iron  and  cod-hver 
oil.  And  Marano  bases  the  same  treatment  upon  the 
same  belief. 

One  of  our  fellows,  Dr.  Mackenzie,  of  Baltimore,  has 
made  use  of  a  solution  of  mercury  bichloride,  two  grains 
to  a  pint  of  water,  by  atomization,  and  recommends  the 
same  as  a  gargle  and  nasal  wash. 

Belfanti  *  says  that  having  used  with  great  benefit 
the  diphtheria  antitoxine  in  ozsena,  he  employed  it  also 
in  atrophic  rhinitis,  and  to  his  great  astonishment  ob- 
tained very  favorable  results.  He  has  not  as  yet  tried 
the  treatment  long  enough  to  publish  his  cases. 

I  need  not  take  the  time  of  this  association  to  repeat 
what  has  already  been  said  here  in  regard  to  the  use 
of  electrical  applications  to  the  nasal  mucous  membrane 
in  the  treatment  of  this  disease.  T  believe  Dr.  Shurley,  || 
in  1880,  was  the  first  to  recommend  it,  but  the  treatment 
has  been  used  to  quite  a  large  extent  by  a  number  of  the 
fellows  of  this  association,  and  they  can  tell  us  how  far 
they  have  succeeded.  The  application  of  the  positive  pole 

*  Koch.     Mitihdl.  d.  kaherUch.  GemndheUs.,  Bd.  1881. 
f  Thost.     Schmidt's  Jahrhucher,  ISBY. 

X  Cardone.     Arrhivii  italiani  di  laringologia,  1886. 

*  Belfanti.     Assodazion£  medica  Jomhardia,  1896. 

II  Shurley.    On  Atrophic  Pharyngitis.     Transactiom  of  the  American 
Laryngological  Association,  1880,  p.  20. 
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of  the  galvanic  current  to  the  back  of  the  neck  and  the 
negative  pole  to  the  nostrils  to  produce  stimulation  has 
been  the  usual  method  employed  by  Dr.  Shurley,  Dr. 
Dchivaii,*  Dr.  llartnian,  and  utiiers.  Tlie  exact  Iccli- 
nique  can  be  found  in  our  Transactions.  Even  the  fara- 
daic  current  has  been  used  and  recommended;  also  the 
use  of  copper  electrodes  on  the  principle  of  electrolysis. 

Another  method  of  treatment  is  that  recommended 
by  Gottstein,  by  which  the  nasal  mucous  membrane  is 
stimulated  or  irritated  by  the  introduction  of  absorbent 
cotton  into  the  nostrils,  or  some  form  of  medicated  wool, 
as  recomiiiondc'd  ])y  Woakes.f 

Among  the  various  drugs  which  have  been  employed 
in  this  way  are  iodoform,  iodol,  aristol,  salicylic  acid, 
camphor,  iodine,  perchloride  of  iron,  tannin,  alum, 
rhatany,  and  opium.  Medicated  bougies,  manufactured 
with  a  basis  of  gelatin  and  glycerin  and  medicated  with 
the  drugs  just  mentioned,  have  been  used  a  good  deal 
in  atrophic  rhinitis,  and  this  method  by  which  drugs 
can  be  kept  in  contact  with  the  mucous  membrane  for  a 
long  time  seems  to  be  a  reasonable  one.  The  inhalation 
of  stimulating  volatile  substances  obtained  from  the  es- 
sential oils  and  from  cubebs,  tar,  eucalyptus,  and  thymol 
has  also  been  largely  employed;  and  we  find  in  the  shops 
a  number  of  varieties  of  so-called  auto-insufflators,  by 
means  of  which  the  patient  is  enabled  to  blow  into  his 
own  nostrils  the  fumes  of  carbolic  acid,  menthol,  oil  of 
pine,  etc. 

A  somewhat  different  plan  of  treatment,  but  intended 
to  produce  proper  stimulation  and  secretion,  is  called 
"'  massage "  .of  the  mucous  membrane.  Laher.|  of 
Vienna,  says  that  this  method  of  treatment  has  given 
most  satisfactory  results.  The  method  is  employed  by 
wrapping  cotton  around  a  probang  introduced  against 
the  atrophic  mucous  surface  and  held  in  position  by  the 

*  Delavan.  Treatment  of  Atronhic  Rhinitis  by  the  Galvanic  Current, 
TransaHions  of  the  American  Larifngological  Association^  18.SY,  p.  145. 

\  Woakes.     Lancet,  18S0 

I  Laher.  Die  Heiterfolne  der  inneren  Schleimhaut-MoMage  bei  den 
chroni^chen  Erkranknngen  der  Nase. 
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left  hand,  while  regular  motion  is  made  by  vibrating  the 
left  arm  with  the  right  hand.  The  writer  states  that 
after  a  few  days  normal  secretion  is  established  and  the 
crusts  become  thinner  and  fewer  in  number.  He  be- 
lieves that  this  method  of  treatment  will  recommend  it- 
self very  highly  to  anybody  using  it. 

Demme  *  has  found  that  massage  performed  after 
the  manner  described  is  made  still  more  efficacious  by 
using  a  twenty-per-cent.  solution  of  pyoctanin  in  lano- 
lin. He  has  succeeded,  he  says,  in  every  case.  Gar- 
nault  f  and  others  have  used  massage  by  means  of  elec- 
trical vibrations. 

It  seems  to  me  that  the  use  of  destructive  agents 
in  the  treatment  of  this  disease  deserves  mention  only 
to  be  censured.  It  is  possible  that  an  obstinate  ulcera- 
tion will  require  to  be  cauterized,  but  it  seems  to  me  a 
very  unsafe  procedure  to  recommend  the  galvano-cautery 
and  chromic  acid  where  their  use  can  be  indicated  only 
in  rare  instances  and  then  should  be  employed  in  the 
most  judicious  way.  If  the  middle  turbinated  body 
needs  to  be  reduced  in  size  or  a  deflected  sseptum  is  too 
prominent,  as  may  be  the  case  in  atrophic  rhinitis,  cut- 
ting instruments  will  accomplish  the  result  desired  in  a 
much  more  reasonable  way.  "We  can  not  afford  to  still 
further  devitahze  an  atrophic  sasptum  with  a  heated 
electrode. 

I  find  that  many  articles  have  been  written  on 
atrophic  rhinitis  where  nothing  more  is  offered  in  the 
way  of  treatment  than  the  spraying  of  solutions  of  borax 
in  glycerin,  ammonium  chloride  in  glycerin,  solutions 
of  chlorate  of  potassium  and  of  phosphate  of  sodium 
and  phosphate  of  ammonium,  snuffs  of  animal  or  wood 
charcoal,  compounds  of  honey  and  terebene,  and  oint- 
ments of  creosote.  Mather  thinks  it  important  to  com- 
bine opium  with  his  saline  douches,  and,  if  irritation 
and  headache  are  produced  by  the  nasal  wash,  recom- 
mends the  smoking  of  a  cubeb  cigarette. 

*  Demme.     Deutsche  medizirtische  Wochetischrift,  1891,  No.  46. 
f  Garnault.      Tm  Massage  vibratoire  et  elecfrique  dans  Us  maladies 
du  nez,  Paris,  1891. 
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Struebing  *  affirms  that  he  has  used  every  medication 
that  has  ever  been  recommended,  and  he  has  arrived  at 
the  conclusion  that  the  nose  should  be  cleaned  by  in- 
struments because  douching  is  harmful  to  the  ears,  and 
that  the  only  successful  plan  of  treatment  is  the  use  of 
bougies  medicated  with  creolin,  or,  better  still,  metacres- 
olaristol  in  one-per-cent.  aqueous  solution. 

Wendell  Phillips  recommends  an  antiseptic  solution 
called  baptoline,  and  also  one  of  acetotartrate  of  alumi- 
num in  water,  half  a  drachm  to  the  ounce. 

Several  drugs  have  been  employed  which  deserve 
rather  more  attention.    One  of  these  is  resorcin. 

Masini,*  as  far  back  as  1882,  was  using  one  half  of 
one  per  cent,  of  resorcin  combined  with  vaseline,  applied 
with  the  brush.  He  says  the  treatment  is  an  ideal  one. 
Other  practitioners  have  used  it  in  solution,  and  I  know 
that  it  has  been  employed  quite  generally  in  New  York, 
though  I  do  not  hear  that  the  results  obtained  by  its  use 
have  fulfilled  expectations. 

The  use  of  hydrogen  peroxide  seemed  for  a  time  to 
promise  great  amelioration  in  this  disease,  and  as  a 
germicide  and  disinfectant  its  ability  is  unquestioned. 
It  is,  however,  a  rather  troublesome  medication  to  em- 
ploy, and  in  my  hands,  while  it  produces  cleanliness,  is 
not  a  useful  stimulant,  but  leaves  the  mucous  membrane 
quite  as  dry  as  ever.  In  anything  like  strong  solution 
I  have  found  it  quite  irritating  and  apt  to  produce  a  sub- 
acute nasopharyngeal  catarrh. 

Professor  Cozsolino,  writing  in  1887,  says  that  after 
cleansing  the  nostrils,  either  absolute  or  diluted  ethyl 
alcohol  (C2II5OII)  should  be  applied  on  small  sponges 
or  on  pieces  of  absorbent  cotton.  He  considers  this 
application  as  one  of  the  best  antiseptics  and  fulfilling 
in  a  remarkable  degree  the  properties  of  stimulation  to 
the  mucous  surface  of  the  nose.  I  used  ozone  for  a  time 
and  with  some  benefit,  but  the  apparatus  is  complicated, 
and  such  remedies  are  apt  to  fall  into  disuse. 

*  Struebing.     Ceniralblatt  filr  Bakteriohgie,  vol.  xiii,  1893. 
\  Masini.     Archtvii  italiavi  di  larinffologia,  1882,  p.  74. 
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We  can  safely  say  that  nearly  every  expedient  for  the 
cure  of  this  disease  has  been  resorted  to  when  we  read 
that  Dr.  Hayes  Agnew,*  after  exhausting  every  known 
remedy,  finally  conquered  this  disease  by  using  douches  of 
sage  tea,  and  Dr.  Eeebus  f  extols  the  virtue  of  milk 
douches.  He  advises  irrigation  lasting  for  three  quarters 
of  an  hour,  and  says  that  from  twenty-five  to  fifty  pints 
of  milk  should  be  passed  through  the  nostrils. 

In  my  opinion  one  of  the  most  valuable  agents  was 
obtained  when  the  various  oily  preparations  came  into 
use.  You  are  all  perfectly  familiar  with  the  various 
formulae,  some  better  than  others,  but  many  exceedingly 
good  ones.  As  protectives,  they  are  certainly  sedative 
in  their  effect,  and  so  allay  irritation;  as  lubricants,  they 
prevent  the  formation  and  retention  of  scabby  crusts; 
as  vehicles  for  stimulating  drugs,  they  hold  them  in 
position  for  a  much  longer  time  than  when  watery  solu- 
tions are  employed.  Many  drugs  have  been  used,  in  oily 
solution,  in  the  treatment  of  atrophic  rhinitis  where  dis- 
infection as  well  as  stimulation  was  desired,  such  as 
iodol,  aristol,  iodoform,  etc. 

Time  forbids  the  mention  of  other  methods  of  treat- 
ment or  of  a  larger  variety  of  drugs. 

The  results  which  we  wish  to  obtain  in  the  treat- 
ment of  this  disease  are  perfectly  familiar  to  all:  cleansing 
of  the  nasal  passages;  healing  of  ulcerations;  the  pro- 
motion of  adequate  nasal  respiration  and  proper  drain- 
age, and  the  restoration,  so  far  as  possible,  of  the  nasal 
lining  to  its  function  of  a  moisture-producing  mucous 
surface. 

It  seems  unnecessary  to  recommend  any  form  of  nasal 
irrigation  to  this  body  of  men.  I  think  it  is  wise,  in 
teaching  beginners,  to  recommend  the  smallest  quantity 
of  fluid  which  accomplishes  the  result,  and  it  is  hardly 
safe  to  advocate  nasal  douching  without  caution.  The 
post-nasal  syringre.when  employed  by  rou srh -handed  prac- 
titioners,is  not  a  harmlessinstrument.  T  have  found  that 

*  Hayep  Agnew.      Therapeutic  Gazette,  1885. 

+  Reebus.     Jahreshericht  der  Klinik  fiiv  r.ari/ngoxcopie^'Wien,  1880. 
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patients  succeed  in  removing  dried  incrustations  rather 
more  easily  when  tliey  first  spray  plain  oil  into  the  nos- 
trils.    I  think  there  are  not  many  cases  in  which  the 
nasal-douche  cup  does  not  furnish  sufficient  fluid  if  the 
saline  solution — and  I  like  Seiler's  as  well  as  any — is 
allowed  to  remain  in  the  nostrils  a  few  moments  in  order 
to  separate  the  dry  secretions  from  their  attachments. 
This  is  a  wiser  procedure  than  using  greater  force  with 
the  fountain  syringe,  or  blowing  the  nostrils  with  great 
intensity.    When  the  nostrils  are  cleaned,  if  the  middle 
turbinated  body  oft'ers  much  obstruction  or  is  wedged 
against  the  saeptum,  it  is  desirable  to  make  a  channel 
between  the  two,  and  this  can  be  done  by  removing  the 
soft  structures  and  perhaps  a  small  part  of  the  bony  tissue 
with  scissors.     The  snare  is  hardly  a  safe  instrument, 
as  it  will  sometimes  remove  the  entire  middle  turbinated 
body;  and  with  the  crushing  forceps  more  tissue  is  fre- 
quently taken  away  than  is  expedient.     It  is  most  im- 
portant of  all  to  remove  the  gray  granular  surface  of  the 
mucous    membrane,    which    frequently    presents    small 
ulcerative  points  where  the  scabs  have  been  attached.    I 
like  friction  with  some  stimulating  disinfectant  much 
better  than  applications  of  nitrate  of  silver  or  of  any 
other  drug  I  have  used.    Perhaps  the  advocates  of  "  mas- 
sage "  would  say  that  this  treatment  should  be  placed 
under  that  head.    I  have  succeeded  in  a  good  many  in- 
stances in  a  form  of  treatment  which  I  advocated  in  a 
paper  some  two  years  ago.    I  found  that  by  the  use  of 
weak  solutions  of  bichloride,  or  of  borolyptol,or  of  boro- 
formalin,  applied  by  rubbing  the  mucous  surface  with 
a  hard  cotton  pledget  for  perhaps  half  a  minute  at  a 
time,  I  obtained,  after  a  few  applications,  not  only  an 
even  surface  but  a  slippery  one,  whereas  solutions  of 
nitrate  of  silver  nearly  always  leave  the  mucous  mem- 
brane granular  enough  to  retain  the  secretions.    I  would 
term  it  "  polishing  the  mucous  lining  of  the  nose."    This 
frictional  method  for  the  first  time  or  two  produces  slight 
bleeding,  but  after  that  the  mucous  membrane  becomes 
hard  and  white.    I  have  employed  the  same  method  over 
the  inferior  body  and  far  back  over  the  middle  tur- 
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binated.  I  hope  this  form  of  treatment  may  commend 
itself  to  you  in  spite  of  its  simplicity.  After  the  washing 
at  home  and  the  stimulating  friction  at  the  office,  the 
next  most  important  procedure  is  suitable  and  constant 
lubrication  with  oils.  I  do  not  believe  that  any  advan- 
tage is  attained  by  incorporating  the  many  drugs  which 
have  been  mentioned  in  the  oily  solutions.  Protection 
and  lubrication  are  the  points  to  be  obtained.  I  think 
the  matter  of  stimulation  is  a  very  uncertain  factor,  and 
if  great  stimulation  is  produced  by  pungent  drugs, 
greater  dryness  results. 

In  those  cases  only  where  there  is  a  tendency  to  sub- 
acute inflammatory  attacks  with  discharge  of  watery  se- 
cretion should  powders  be  employed.  We  see  this  condi- 
tion in  children  where  a  purulent  rhinitis  is  rapidly 
manifesting  an  atrophic  state.  I  have  found  in  these 
cases  that  after  proper  washing — and  if  there  is  much 
irritation  they  should  not  be  washed  at  all — an  appropri- 
ate powder  will  control  the  abundant  discharge  and  at 
the  same  time  remove  congestion.  I  like  better  than  any- 
thing else  a  combination  of  seventy-five  per  cent,  com- 
pound stearateof  zinc  with  boric  acid  and  twenty-five-per- 
cent, compound  stearate  of  zinc  with  alum.  This  powder 
should  not  be  used  after  the  discharge  has  been  stopped 
and  congestion  controlled,  as  it  is  too  drying.  In  the  mark- 
edly congestive  forms  of  atrophic  rhinitis,  seen  in  im- 
moderate cigarette  smokers  and  drinkers,  this  powder 
is  a  valuable  one.  It  goes  without  saying  that  we  should 
not  promise  any  benefit  from  treatment  unless  excessive 
smoking  and  drinking  are  given  up. 

I  do  not  consider  the  prognosis  in  these  cases  nearly 
as  discouraging  as  I  did  formerly,  because  I  have  seen  so 
many  patients  who,  although  washing  and  oiling  the  nasal 
chambers  once  or  twice  a  day,  expressed  themselves  as  per- 
fectly comfortable;  and  the  patient's  comfort  is  of  more 
importance  than  a  normal  appearing  mucous  membrane. 
A  young  woman  of  nineteen  or  twenty  expressed  her 
great  satisfaction  but  a  short  time  ago  at  the  treatment 
she  had  received  and  said  she  was  cured.  She  had  per- 
sisted in  washing  and  oiling,  and  did  not  suffer  from 
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foul  odor,  or  from  the  retention  of  secretions,  or  the 
feeling  of  di-yness.  1  could  not  see  that  the  mucous 
membrane  was  anything  but  dry,  but  was  quite  willing 
to  agree  with  her  in  her  belief  that  she  was  cured.  I  can 
not  believe  that  better  results  can  be  secured  by  the 
tedious  application  of  the  electrical  currents  or  the  intro- 
duction of  medicated  tampons  or  bougies.  These  all  re- 
quire much  time,  and  we  are  compelled  to  relinquish 
them  sooner  or  later.  We  can  not  get  patients  to  persist 
in  the  use  of  remedies  which  are  difficult  of  application. 
Nor  do  I  believe  that  we  have  any  drug  which  has  any- 
thing like  a  specific  stimulating  effect  in  atrophic  rhi- 
nitis, unless  it  be  that  of  iodide  of  potassium,  where  the 
destruction  of  tissue  is  due  to  syphilis.  In  the  use  of 
solutions,  both  oily  and  watery,  we  should  err  on  the 
side  of  making  them  too  weak  rather  than  too  strong. 
Any  application  which  produces  irritation  enough  to 
cause  an  apparent  coryza  is  followed  by  harmful  reaction. 
In  looking  over  formulae  recommended  in  the  treatment 
of  tliis  disease  I  have  been  impressed  with  the  fact  that 
many  of  them  are  far  too  strong. 

I  must  repeat  that  too  much  attention  can  not  be 
paid  to  the  improvement  of  the  general  health.  Let  us 
get  our  patients  out  of  factories  and  workshops,  if  pos- 
sible, where  they  can  get  an  abundance  of  fresh  air  and 
healthful  exercise.  It  was  Zeim,  I  believe,  who  ordered 
his  patients  to  the  seashore  or  to  the  woods  for  a  certain 
time  each  day,  in  order  that  they  might,  as  he  expressed 
it,  "  thorouofhly  ventilate  their  nostrils."  Probably  the 
seashore  is  better  for  the  majority  of  this  class  than  the 
mountains  are.  Not  all  of  our  patients  can  play  golf  or 
ride  bicycles,  but  some  of  them  can,  and  it  is  within  the 
power  of  nearly  all  of  them  to  keep  themselves  in  a 
healthful  condition  by  proper  bathincr,  by  out-of-door 
exercise,  and  by  reasonable  habits  of  living. 

Discussion. 

Dr.  Wright:  This  subject  is  always  an  interesting 
one;  unfortunately,  so  far,  it  has  been  also  one  of  very 
little  profit  to  discuss,  simply  because  contributions  made 
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from  time  to  time  to  the  question  have  merely  kept  it 
open,  without  advancing  anything  toward  its  solution. 
It  has  been  very  many  years,  it  seems  to  me,  since 
anything  has  been  added  to  the  discussion  which  really 
contributed  anything  to  our  knowledge  of  the  disease, 
and  especially  of  its  pathology. 

So  far  as  relates  to  the  changes  in  the  mucous  mem- 
brane and  the  production  of  fibrous  tissue,  these  can 
be  shown  to  occur  in  atrophic  rhinitis,  but  after  a 
time  this  fibrous  tissue  also  atrophies.  Not  only  does 
the  fibrous  tissue  disappear,  but  the  bone  itself  atrophies, 
until  finally  the  disease  leaves  only  a  hollow  arch,  con- 
sisting of  the  outer  frame  of  the  nose.  The  fibrous 
development  is  only  a  part  of  a  general  atropliic  process, 
which  extends  to  the  bones,  causing  them  to  diminish  in 
size.    All  the  structures  simply  disappear. 

I  have  talked  of  this  subject  with  Dr.  Park,  who  has 
done  more  in  the  line  of  the  bacteriology  of  the  nasal 
fossEe  than  any  other  man  in  this  country,  and  he  sug- 
gested that  the  Lowenburg-Abel  coccus,  the  false  diph- 
theria bacillus,  or  some  other  micro-organism  might  se- 
crete some  form  of  ptomaine  which  produced  these 
curious  results  in  atrophic  rhinitis.  Certainly,  I  am  not 
acquainted  with  any  other  process  in  the  human  body 
which  is  at  all  comparable  to  it. 

Another  point  to  remember  is  that  the  morbid  pro- 
cess usually  begins  at  the  time  of  puberty.  Some  cases 
are  seen  in  childhood,  but  generally  they  are  first  ob- 
served at  the  time  of  puberty.  Now,  it  is  just  at  this 
time  that  structures  containing  cavernous  tissue  begin  to 
be  developed  enormously,  and  we  observe  the  produc- 
tion of  erectile-tissue  spaces  in  the  nasal  mucous  mem- 
brane. 

Another  point  is  the  very  great  preponderance  of  this 
disease  in  women.  Nineteen  out  of  twenty  cases  are  in 
women.  The  symptoms  of  the  disease  frequently  cease 
at  the  menopause  or  are  greatly  ameliorated.  Earely 
do  we  see  persons  suffering  from  atrophic  rhinitis  after 
forty  years  of  age.  A  certain  number  die,  it  is  true, 
before  attaining  this  age,  but  the  fact  that  so  few  are 
seen  among  old  women  is  remarkable.  It  seems  to  be 
coterminous  with  the  power  of  reproduction  in  the  fe- 
male. 

As  regards  atrophic  processes  arising  at  the  point 
where  we  most  frequently  find  hypertrophy,  it  is  to  be 
remembered  that  this  is  also  the  place  where  we  have  the 
most  evident  development  of  erectile  tissue.    A  number 
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of  years  ago,  when  I  thought  that  I  knew  a  great  deal 
more  than  I  know  tliat  I  do  not  know  now,  I  was  posi- 
tive tliat  atrophy  was  always  preceded  by  hypertrophy, 
but  I  am  not  so  sure  now.  This  theory  has  not  been 
proved.  I  believe  that  if  we  could  examine  the  nasal 
mucous  membranes  of  everybody  in  this  room  we  should 
find  inflammatory  changes  going  on.  So  that  we  can  not 
say  that  it  is  necessarily  due  to  preceding  inflammation. 
On  the  other  hand,  there  is  no  warrant  for  saying  that 
cases  can  arise  de  novo. 

In  many  of  these  old  patients  who  have  previously 
suffered  from  oziena  you  see  a  moist  surface,  altliough 
where  the  glands  have  been  almost  entirely  destroyed, 
and  the  mucous  membrane  is  greatly  atrophied,  you  see 
a  moist  surface  and  no  crusts.  In  cases  originating  after 
twenty  years  of  age  very  few  patients  are  troubled  with 
crusts  in  the  nose;  the  discharge  is  of  a  fluid  character 
and  does  not  tend  to  the  formation  of  crusts. 

With  regard  to  stimulation,  which  Dr.  Eice  objects 
to,  I  always  use  some  form  of  stimulation.  A  weak  solu- 
tion of  thymol,  for  instance,  seems  to  work  very  well. 
The  chief  indication,  however,  of  course,  is  cleanliness. 

Dr.  Delavan:  I  concur  in  the  final  remark  of  the 
last  speaker,  at  least  to  some  extent;  that  a  certain 
amount  of  stimulation,  preferably  of  a  mild  character, 
is  indispensable  in  these  cases.  As  to  electrical  appli- 
cations, the  difficulties  attending  their  application  pre- 
clude their  use  in  the  majority  of  cases.  Where  elec- 
tricity has  been  used,  it  has  been  in  many  cases  effective, 
and  its  good  results  have  depended  upon  what  has  just 
been  referred  to — namely,  to  its  effects  as  a  method  of 
stimulation. 

One  form  of  treatment  of  atrophic  rhinitis  has  been 
warmly  advocated  in  England  by  Dr.  George  Stoker — 
namely,  the  local  use  of  oxygen,  the  nasal  cavities  being 
exposed  to  the  action  of  the  gas  for  several  hours  each 
day.    The  value  of  this  method  has  not  yet  been  proved. 

Dr.  Van  der  Poel:  I  should  like  to  refer  to  a  plan 
of  treatment  which  has  but  briefly  been  spoken  of  in 
this  discussion.  In  one  of  the  journals  last  year  refer- 
ence was  made  to  some  experiments  made  in  Italy,  based 
upon  the  similarity  between  the  bacilli  found  in  these 
cases  of  atrophic  rhinitis  and  the  Klebs-Loeftler  bacilli 
of  diphtheria,  which  had  led  to  the  use  of  injections  of 
diphtheria  antitoxines  for  the  cure  of  atrophic  rhinitis. 
I  merely  refer  to  it,  as  a  case  lately  under  my  care  tends 
to  corroborate  the  efficacy  of  antitoxine  in  atrophic  rhi- 
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nitis.  A  woman  thirty-two  years  of  age  who  had 
been  a  sufferer  for  years  with  very  severe  oz^ena,  and 
who  had  been  treated  in  the  usual  manner,  special 
attention  being  given  to  the  hygiene  of  the  nose,  became 
affected  with  laryngeal  diphtheria.  For  this  diphtheria 
I  administered  during  a  period  of  three  days  three  thou- 
sand units  of  antitoxine  serum,  from  which  she  made  an 
uneventful  recovery.  I  have  examined  her  several  times 
lately,  and  I  requested  her  to  eome  back  to  report  from 
time  to  time.  I  found  that  her  nasal  difficulty  had  almost 
entirely  disappeared.  Of  course,  destruction  of  the  tur- 
binated bodies  had  occurred,  but  the  crusts  did  not 
recur  as  before  she  had  the  diphtheria.  Now  it  is  only 
necessary  to  cleanse  the  nose  twice  a  week. 

Dr.  PIaetman:  With  regard  to  the  electrical  treat- 
ment referred  to  in  the  paper,  I  would  say  that  I  read 
a  paper  before  this  association  on  this  subject  some  years 
ago,  and  that  I  have  had  no  reason  to  change  the  views 
therein  contained.  The  only  objections  to  it  are  the 
difficulty  of  application  and  the  unwillingness  of  patients 
to  submit  to  it.  I  think  the  stimulation  by  this  means 
is  more  advantageous  than  any  rapid  form  of  stimula- 
tion caused  by  the  ordinary  applications;  although  thor- 
ough cleansing  is  of  course  necessary  in  order  to  carry 
off  the  accumulated  secretions  and  prevent  further  irri- 
tation from  them. 

Dr.  Logan:  This  subject  of  atrophic  rhinitis  appeals 
to  me  very  forcibly  in  view  of  the  fact  that  in  the 
climate  in  which  I  live  we  come  in  contact  with  a  great 
many  of  these  cases.  The  records  of  my  clinic  will  show, 
I  think,  a  surprisingly  large  percentage  of  these  cases. 
The  many  methods  of  treatment  hitherto  suggested  have 
for  the  most  part  resulted  in  nothing  in  my  hands.  In 
my  experience  the  classical  site  of  this  disease  is  in  the 
middle  turbinate  body,  and  not  the  inferior,  as  sug- 
gested by  Dr.  Mackenzie.  I  have  seen  many  cases  where 
the  middle  body  alone  gave  evidence  of  disease.  To  me 
this  seems  very  rational  if  we  are  willing  to  accept  the 
theory  of  accessory  sinus  inflammation  as  suggested  by 
Michel.  The  middle  turbinate  body  serves  as  the  drip- 
string  or  drainage  canal  to  these  cavities.  The  drying 
of  these  discharges  by  the  currents  of  air,  the  formation 
of  crusts,  the  contractile  power  exerted  by  these  crusts, 
all  together  might  produce  mechanically  the  condition  of 
atrophy. 

In  the  light  of  mechanical  production  I  have  for 
the  last  year  and  a  half  opened  up  these  accessory  cavi- 
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ties  and  established  free  drainage,  and  I  can  exliibit 
some  very  pleasing  results. 

Dr.  Casselberry:  In  German  literature  the  term 
ozaena  is  now  by  common  consent  restricted  to  that  type 
of  atrophic  rhinitis  which  is  accompanied  by  foctor. 
So  used  it  means  more  than  a  bad  odor,  and  it  does  not 
mean  a  bad  odor  from  other  causes,  such  as  syphilitic 
bone  necrosis.  It  is  in  this  sense  that  I  employed  the 
term  in  my  introduction  to  this  discussion,  and  to  make 
the  subject  still  plainer,  designated  it  the  oza3nal  type  of 
atrophic  rhinitis.  My  remarks  upon  Frankel's  transi- 
tion theory,  which  is  advocated  by  Dr.  Mackenzie  were 
not  intended  as  "  strictures.'^  I  accept  this  theory  in 
part,  but  regard  it  as  inadequate  in  explanation  of  all 
cases,  and  notably  those  of  early  infancy.  The  sugges- 
tion that  the  previous  hypertrophic  stage  occurred  in 
intra-uterine  life  I  regard  as  an  evasion  because  of  its 
improbability. 

The  remarks  of  Dr.  Eice  are  very  suggestive.  I  have 
often  been  requested  by  these  patients  to  consider  for 
them  a  choice  of  climate.  What  part  of  the  United 
States  can  we  recommend?  Those  members  who  are 
familiar  with  the  climates  of  different  parts  of  the  coun- 
try, particularly  in  the  South,  might  inform  the  associa- 
tion of  localities  favorable  for  such  cases.  On  purely 
theoretical  grounds  I  have  refrained  from  sending  them 
to  the  dry  regions  of  the  West,  and  have  recommended 
the  seashore  or  warmer  moist  and  salubrious  parts. 
Nevertheless,  I  have  at  least  one  patient  who  of  late  has 
resided  in  Denver  with  certainly  no  greater  difficulty 
with  his  dry  rhinotracheitis  than  he  suffered  in  Chi- 
cago. 

Dr.  Mackenzie,  in  reply  to  Dr.  Logan,  said  that  the 
production  of  atrophy  by  the  dripping  of  pus  and  the 
formation  of  crusts  on  the  mucous  membrane  had  no 
parallel  in  all  pathology.  Such  a  view  had  no  proper 
place  outside  of  the  imagination.  In  reply  to  Dr.  Eice's 
mention  of  his  use  of  strong  solutions  of  bichloride 
of  mercury,  he  said  that  was  a  long  time  ago,  at  the 
time  of  the  great  interest  in  the  announcement  of  Koch's 
discoveries,  which  led  to  the  use  of  strong  antiseptics. 
In  later  years  he  had  recanted  and  advised  very  weak 
solutions.  He  had  already  replied  to  two  of  Dr.  Cassel- 
berry's  questions  in  his  remarks.  In  regard  to  the  use 
of  the  term  sclerosis,  instead  of  describing  a  stage  of  hy- 
pertrophy and  a  stage  of  atrophy,  he  would  simply  substi- 
tute the  terms  hypertrophic  and  atrophic  sclerosis. 
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Oxygen  gas  was,  of  course,  stimulating,  but  its  action^ 
with  that  of  hydrogen  dioxide,  was  superficial. 

Dr.  Eice:  1  think  that  Dr.  Eoe,  of  this  association, 
first  suggested  the  use  of  oxygen  in  the  treatment  of 
atrophic  rhinitis.  I  believe  that  several  German  authori- 
ties started  the  theory  that  the  atrophic  process  origi- 
nated in  the  sinuses,  but  the  value  of  treatment  by 
curetting  and  other  measures  to  secure  drainage  and 
cleanliness  does  not  depend  upon  this  theory. 

With  regard  to  the  bichloride  of  mercury,  1  will  state 
in  justice  to  Dr.  Mackenzie  that  it  was  a  long  while  ago, 
and  that  he  even  then  cautioned  against  the  use  of  strong 
solutions. 

With  reference  to  the  question  of  climate,  I  think 
that  most  of  us  are  of  the  opinion  that  for  these  cases 
the  seashore  is  more  comfortable  to  the  patient,  and  the 
mucous  membrane  more  moist  than  when  the  person  re- 
sides far  inland. 

Paper. 

TERTIARY   ULCERATION   SIMULATING   SARCOMA   OF  THE 
TONSIL. 

By  D.   BRYSON  DELAVAN,   M.  D. 

The  following  case  is  of  more  than  passing  inter- 
est on  account  of  the  difficulty  which  was  experienced 
in  establishing  a  diagnosis.  In  this  case  the  history 
of  the  patient  and  the  condition  found  in  the  throat 
simulated  closely  some  of  the  characters  of  malignant 
disease  (sarcoma).  Indeed,  it  was  only  possible  to  make 
the  diagnosis  of  tertiary  syphilis  after  a  painstaking 
microscopical  examination,  and  ^then  only  after  re- 
peated examination  of  dift'erent  specimens,  by  a  process 
of  exclusion  rather  than  by  finding  in  the  sections  any- 
thing which  could  reasonably  be  regarded  as  definitely 
indicative  of  syphilis. 

It  is  to  be  remembered  that  in  the  study  of  the  le- 
sions due  to  syphilis  from  a  pathological  standpoint 
there  is  no  one  characteristic  feature  by  which  the  dis- 
ease may  be  distinguished  from  lesions  which  may  be 
due  to  other  causes.  In  tuberculosis,  for  instance,  there 
is  rarely  difficulty  in  determining  the  nature  of  the  in- 
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fectious  process,  since  we  may  either  demonstrate  the 
presence  of  the  tubercle  bacillus  in  the  lesions  or  by 
inoculation  or  the  tuberculin  test  make  apparent  the 
organism  which  dominates  the  morbid  process.  In  the 
case  of  syphilis,  however,  the  specific  organism  has  not 
yet  been  discovered  and  the  pathological  lesions  in  cases 
known  to  be  of  syphilitic  origin  present  such  a  diversity 
of  features  and  are,  on  the  whole,  so  uncharacteristic 
that  it  is  unusual  for  the  pathologist  to  be  able  to  make 
more  than  a  tentative  diagnosis  of  syphilis  rather  than 
a  positive  one. 

There  is  one  effect  of  the  syphilitic  virus,  in  the  tis- 
sues, aside  from  the  formation  of  gummata  or  giant 
cells,  which  is  often  an  important  feature  of  the  lesion. 
This  feature  is  the  proliferation  and  desquamation  of 
endothelium;  whether  it  be  the  lining  of  blood-vessels 
or  lymphatic  reticulum  or  the  endothelium  of  cer- 
tain of  the  serous  cavities.  Oftentimes  such  prolifera- 
tion of  endothelium  is  more  marked  in  syphilitic  lesions 
than  is  commonly  found  in  the  lesions  of  simple  hyper- 
plasia. 

In  the  case  about  to  be  recorded  such  a  prolifera- 
tion of  the  endothelium  of  the  tonsil  was  the  predomi- 
nant feature  in  the  sections  of  all  the  three  samples 
submitted,  at  different  times,  for  examination.  In  this 
case  so  extensively  had  this  proliferation  progressed 
that  the  bulk  of  the  tonsil  showed  in  places  little  else 
than  an  aggregation  of  large  polyedral  cells,  separated 
for  the  most  part  by  a  delicate  fibrillar  reticulum.  Such 
an  appearance,  it  is  needless  to  say,  in  the  light  of  the 
accompanying  clinical  history,  could  not  be  regarded 
as  being  of  ordinary  inflammatory  or  hypoplastic  origin. 
The  appearances  were  rather  such  as  are  found  in  some 
forms  of  the  sarcomata  (large-polyedral-cell  sarcoma); 
and  the  case  was  so  regarded  by  several  competent  pa- 
thologists. Dr.  Hodenpyl  reasoned  that,  in  the  event 
of  the  case  being  one  of  polyedral-cell  sarcoma,  marked 
evidence  of  rapid  growth  should  be  expected.  This  evi- 
dence was  entirely  wanting;  indeed,  on  the  third  ex- 
amination of  the  entire  tonsil  removed,  some  two  weeks 
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later,  the  tonsil  was  even  smaller  than  normal,  but  yet 
presented  the  same  peculiar  features  as  were  noted  at 
first.  Accordingly,  both  the  diagnoses  of  chronic  hyper- 
plasia and  that  of  sarcoma  were  abandoned  and  a  pro- 
visional diagnosis  of  syphilis  of  the  tonsil  was  made, 
which,  happily  for  the  patient,  who  was  successfully 
treated  with  antisyphilitic  remedies,  proved  to  be  correct. 

The  patient  whose  history  forms  the  basis  of  this 
report  was  sent  to  me  for  advice  as  to  the  removal  of  a 
tumor,  apparently  malignant,  of  the  left  tonsil.  He 
gave  the  following  history:  X.  Y.,  aged  forty-three 
years,  American,  married,  and  father  of  a  family  of 
healthy  children;  merchant.  Family  history  good. 
Previous  history  excellent.  No  evidence  whatever  of 
syphilis,  and  knowledge  of  any  symptom  suggestive  of 
it  denied. 

About  two  months  before  consultation  began  to 
notice  soreness  of  left  side  of  pharynx.  The  tonsil 
began  to  increase  in  size,  although  prior  to  this  time 
there  had  never  been  any  trouble  with  it.  As  the  en- 
largement continued  the  tonsil  became  inflamed,  and 
finally  began  to  break  down,  an  erosion  appearing 
near  the  centre  of  its  surface.  This  extended  until 
about  half  of  the  tonsil  had  become  involved  in  a  deep, 
destructive  ulcer,  with  foul  interior  and  everted  edges. 
At  the  time  of  the  consultation  the  remnant  of  the 
tonsil  was  indurated,  but  there  was  not  marked  exten- 
sion of  general  infiltration  outside  of  it.  Several  cervi- 
cal lymph  no(les  immediately  below  the  tonsil,  however, 
were  slightly  enlarged  and  indurated.  The  rest  of  the 
throat  was  normal.  There  was  moderate  pain  in  deglu- 
tition and  upon  palpation. 

The  clinical  appearances  of  this  case  were  highly  sug- 
gestive of  sarcoma.  Although  the  family  physician  was 
a  well-known  practitioner  of  unusual  ability  and  ex- 
perience, neither  he  nor  myself  were  able  to  find  the 
slightest  evidence  of  syphilis  after  repeated  careful  ex- 
aminations. The  patient  was  a  gentleman  of  excellent 
intelligence  and  social  position.  He  was  aware  of  the 
gravity  of  the  situation  and  of  the  danger  of  the  opera- 
tion necessary  for  the  removal  of  a  malignant  tumor  of 
the  pharynx,  and  while  professing  the  utmost  willing- 
ness to  aid  us  by  every  means  in  his  power  positively 
denied  the  knowledge  of  having  contracted  specific  dis- 
ease. In  order  to  arrive  at  a  diagnosis  as  speedily  as 
possible  a  fragment  of  the  diseased  tissue  was  removed 
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and  sent  to  Dr.  Eugene  Hodenpyl,  of  the  College  of 
Physicians  and  Surgeons,  New  York,  and  as  a  matter  of 
routine  practice  based  upon  the  uncertainty  of  cases 
of  apparent  malignant  disease  of  the  throat,  the  patient 
was  placed  upon  a  course  of  iodide  of  potassium.  The 
first  report  of  the  pathologist  expressed  a  doubt  as  to 
the  nature  of  the  lesion,  although  several  other  micros- 
copists  who  saw  the  specimen  considered  the  case  one 
of  sarcoma.  A  second  small  fragment  was  removed 
and  examined  about  ten  days  after  the  first,  and  this 
also  gave  a  like  negative  result. 

At  this  time  Dr.  Hodenpyl  suggested  that  a  positive 
diagnosis  might  be  arrived  at  by  the  examination  of  one 
of  the  affected  glands.  Meanwhile  the  latter  had  al- 
most entirely  disappeared.  In  order  to  secure  enough 
tissue  to  make  the  examination  complete,  the  entire 
tonsil  was  removed  by  means  of  a  cold-wire  snare,  and 
the  mass  thus  separated  was  sent  to  the  pathologists 
without  any  reference  being  made  to  the  change  in  the 
condition  of  tlie  lymph  nodes.  Again,  the  general  ver- 
dict was  sarcoma,  excepting  on  the  part  of  Dr.  Hoden- 
pyl, whose  report  was  as  follows: 

Pathological  Department  of  College  of  Physicians  and  !::?crgeons, 

November  26,  1896. 

Tonsil,  X.  Y. — The  conditions  present  in  this  organ 
are  an  exact  counterpart  of  those  observed  in  the  speci- 
mens first  examined.  The  lesion  is  one  of  a  chronic  hy- 
perplastic nature.  If  it  were  a  polyedral-cell  sarcoma 
(which  is  a  highly  malignant  variety)  we  should  confi- 
dently expect  a  rapid  growth  in  the  past  weeks.  This 
tonsil  did  not  seem  to  be  greatly  enlarged.  The  condi- 
tions observed,  moreover,  do  not  exactly  resemble  an 
ordinary  chronic  hyperplasia,  in  that,  besides  a  consider- 
able amount  of  fibrous  tissue,  giant  cells,  etc.,  there  is  a 
very  unusual  number  of  endothelial  cells  in  the  sections, 
an  appearance  sometimes  found  in  cases  known  to  be 
syphilitic.  The  resemblance  of  the  sections  to  sarcoma 
is  very  striking,  but  this  diagnosis  must  be  excluded 
on  account  of  the  relatively  normal  size  of  the  tonsil 
and  of  the  appearance  mentioned  above. 

Eugene  Hodenpyl. 

The  subsequent  history  of  the  case  fully  confirmed 
this  diagnosis.  Under  the  continued  administration  of 
iodide  of  potassium  the  patient  steadily  improved,  and 
in  a  few  weeks  had  entirely  recovered.  Up  to  the  pres- 
ent time  he  has  remained  perfectly  well. 
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Paper. 

A  NEW  METHOD  FOR  THE  RELIEF  OF  CERTAIN  ENLARGE- 
MENTS  OF   THE   TURBINATED   BODIES. 

By   D.   BRYSON  DELAVAN,   M.  D. 

Teue  hypertrophy  of  the  turbinated  tissues  is  a 
condition  for  the  relief  of  wliich  it  is  considered  neces- 
sary to  remove  bodily  an  amount  of  the  affected  soft 
parts  sufficient  to  overcome  the  occlusion  of  which  they 
are  the  cause.  For  this  purpose  we  use  the  snare,  or 
resort  to  the  application  of  caustics  or  of  the  galvano- 
cautery.  In  all  such  operative  work  more  or  less  of  the 
mucous  membrane  is  destroyed  and,  as  often  happens, 
without  the  desired  effect  upon  the  deeper  tissues  hav- 
ing been  accomplished. 

In  some  cases  of  a  subacute  or  chronic  nature  in 
which  the  turbinated  bodies  have  become  abnormally 
enlarged  the  swelling  is  due  not  to  a  general  hyper- 
trophy but  simply  to  an  unnatural  engorgement  of  the 
plexus  of  blood-vessels  or  "  turbinated  corpora  caver- 
nosa "  which  underlies  the  nasal  mucous  membrane. 
This  condition  is  common  in  various  vasomotor  disturb- 
ances of  the  nasal  circulation  which  are  not  infrequent- 
ly met  with.  Their  results  are  often  distressing  to  the 
patient,  as,  for  instance,  in  hay  fever  and  in  some  of  the 
forms  of  chronic  coryza,  producing  general  as  well  as 
local  irritation  far  out  of  proportion  to  the  apparent 
seriousness  of  the  cause.  In  the  treatment  of  these 
cases  the  first  thing  to  be  done  is  to  so  reduce  the  vol- 
ume of  the  congested  bodies  that  the  patient  can  breathe 
through  his  nose,  and  that  the  symptoms  due  to  contact 
of  the  turbinated  bodies  with  the  sseptum  can  be  re- 
lieved. In  many  instances,  let  it  be  understood,  the 
nasal  congestion  is  due  to  general  causes,  and  should 
therefore  be  treated  with  reference  to  them  and  by  gen- 
eral means.  In  a  few  cases,  however,  it  seems  necessary 
to  resort  to  local  means  competent  to  overcome  the 
troublesome  swelling.    For  the  attainment  of  this  end. 
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the  use  of  the  cautery  is  irritating,  destructive  to  the 
mucous  membrane,  and  oiteii  uusuccessful.  The  de- 
sired end,  if  accompllslied  at  all,  is  only  attained  at  the 
expense  of  much  unnecessary  injury  to  the  useful  and 
important  superficial  parts,  while  the  congested  tur- 
binated vessels,  which  are  the  real  seat  of  the  difficulty, 
remain  as  turgid  as  ever. 

Some  time  ago  it  occurred  to  the  writer  to  abandon 
in  these  cases  the  use  of  superficial  destructive  agents 
and  to  endeavor  to  relieve  the  condition  by  a  method  of 
subcutaneous  incision,  the  idea  being  to  divide  a  certain 
number  of  the  blood-vessels,  permanently  obliterating 
them,  and  thus  lessening  the  volume  of  the  whole  mass. 
For  this  purpose  a  lance-pointed  needle  or  one  of  the 
minute  knives  used  in  some  departments  of  ophthalmic 
surgery  should  be  employed. 

In  performing  this  little  operation  the  site  of  the 
proposed  puncture  or  punctures  should  first  be  deter- 
mined, and  this  should  be  done  while  the  parts  are  in 
a  condition  of  maximum  turgidity.  Cocaine  having 
been  applied,  a  spot  anterior  to  the  proposed  incision 
should  be  selected  and  the  point  of  the  needle  should 
be  introduced  obliquely  through  the  mucous  mem- 
brane, carried  backward  beneath  the  membrane  as  far 
as  necessary  and  parallel  with  its  surface,  and  with  a 
slight  sweep,  the  extent  of  which  should  depend  upon 
the  amount  of  hypertrophy  present,  should  be  brought 
out  again  through  the  original  opening.  The  external 
wound— namely,  that  through  the  mucous  membrane- 
should  be  as  small  as  it  is  possible  to  make  it,  a  width  of 
one  thirty-second  of  an  inch  being  amply  sufficient. 

The  intention  of  the  operation  is  not  necessarily  to 
destroy  a  large  number  of  vessels,  but  only  as  many  as 
may  be  required  to  sufficiently  reduce  the  swelling.  It 
is  much  better  to  repeat  the  performance  at  a  subse- 
quent sitting  than  to  overdo  it.  Two  punctures  are  as 
many  as  should  be  attempted  at  any  one  time.  In  with- 
drawing the  knife  care  should  be  taken  not  to  enlarge 
the  opening  through  the  mucous  membrane.  The  pro- 
■cedure  causes  little  pain,  and  that  of  a  transient  charac- 
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ter.  Bleeding  is  also  slight  and  easily  checked  by  the 
application  to  the  site  of  the  puncture  of  some  good 
astringent,  although  it  is  better  to  encourage  a  slight 
flow  than  to  stop  it  immediately.  Healing  takes  place 
promptly,  and  thus  far  in  the  experience  of  the  writer 
without  accident.  Where  the  turgescence  is  excessive 
it  is  possible  to  secure  a  more  pronounced  effect  from 
the  operation  by  reapplying  the  cocaine  and  packing 
the  parts  with  cotton  so  that  returgescence  can  not  take 
place  for  a  few  hours. 

This  method  is  offered  as  a  possible  substitute  for 
the  measures  heretofore  employed  in  the  treatment  of 
the  particular  condition  mentioned.    Its  advantages  are: 

1.  Ease  of  application. 

2.  Freedom  from  irritating  effects. 

3.  The  absolute  preservation  in  its  normal  condition 
of  the  mucous  membrane. 

4.  Practical  adaptability  to  the  end  desired. 

The  immediate  results  of  the  operation  are  bene- 
ficial, in  that  the  congestion  of  the  enlarged  portion  of 
the  turbinated  is  relieved  and  the  obstruction  to  nasal 
respiration  is  thereby  removed.  In  many  cases  this  re- 
lief is  permanent.  Should  the  symptoms  of  congestion 
return  at  some  future  time,  however,  the  cessation  of 
the  difficulty  for  over  a  somewhat  limited  period  will 
compensate  for  the  slight  inconvenience  of  the  opera- 
tion. Whether  or  not  the  subjecting  of  the  turbinated 
bodies  to  such  treatment  will  result  in  ultimate  harm 
remains  to  be  seen.  It  does  not  seem  probable  that  its 
careful  and  conservative  application  in  suitable  cases 
could  prove  injurious. 

Discussion. 

Dr.  Casselbeery:  What  is  the  extent  of  the  sweep 
of  the  knife  after  it  has  been  introduced,  so  that  the 
minimum  amount  of  injury  with  the  maximum  amount 
of  good  results  would  follow? 

Dr.  Delavan:  That  would  be  in  accordance  with 
the  amount  of  hypertrophy.  The  knife  makes  an  ex- 
ternal wound  of  only  about  an  eighth  of  an  inch. 

Dr.  Swain:  How  many  punctures  do  you  make? 
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Dr.  Delavan:  I  generally  carry  the  knife  once  or 
twice  under  the  enlarged  anterior  extremity  of  the 
turbinated  body,  where  it  is  most  voluminous,  and  after 
making  a  very  slight  sweep  draw  it  out  again. 

Dr.  Newcomb:  How  long  have  the  cases  been  under 
observation?  In  the  course  of  a  few  weeks  does  not 
the  condition  reproduce  itself? 

Dr.  Delavan:  I  am  very  glad  to  have  this  question 
asked,  as  it  is  the  reason  why  I  first  devised  the  opera- 
tion; it  is  more  efficient  than  any  other  method.  In  a 
young  lady,  twenty  years  of  age,  I  had  exhausted  all 
resources,  local  and  general;  I  then  performed  this 
operation,  partly  in  the  hope  that  the  mental  effect 
might  have  a  beneficial  inliuence,  and  partly  for  the 
idea  that  for  a  time  it  would  relieve  the  congestion  and 
thickening  so  as  to  enable  her  nervous  system  to  build 
up,  as  she  had  been  able  to  get  but  a  little  sleep  for 
several  nights.  She  was  at  once  relieved  by  the  opera- 
tion, and  the  condition  did  not  recur. 

Dr.  Weight:  When  this  method  of  treating  hyper- 
trophies was  first  mentioned  to  me  yesterday  by  Dr. 
Delavan,  I  did  not  think  much  of  it;  but  on  hearing 
him  read  his  paper,  I  have  come  to  the  conclusion  that 
it  is  a  very  good  suggestion.  The  results  are  probably 
due  to  breaking  up  of  the  coats  of  the  vessels  and  mak- 
ing a  clot,  and  it  seems  like  a  very  rational  procedure. 
As  to  how  long  its  effects  would  remain  it  is  hard  to  say, 
but  we  know  that  cauterization  of  the  surface  only  pro- 
duces a  good  effect  for  a  comparatively  short  time.  It 
has  occurred  to  me,  as  to  others,  that  no  matter  how 
deep  you  cauterize,  the  condition  for  which  it  is  done 
will  sometimes  return.  If  you  do  not  correct  the  sys- 
temic disturbances  on  which  it  often  depends  the  hyper- 
trophy will  return  after  any  method  of  operating. 

Dr.  Casselberry:  In  reference  to  the  little  opera- 
tion upon  the  turbinated  body,  I  should  consider  it  at 
least  a  valuable  temporary  procedure,  and  its  effects 
might  be  lasting  where  the  hypertrophy  is  chiefly  ante- 
rior or  median.  Even  with  posterior  turgescence  of  the 
turbinated  bodies  a  reduction  is  often  afforded  by  divi- 
sion of  the  vessels  of  the  front  and  median  parts.  I  do 
not  mean  to  say  that  firm  hypertrophies  of  the  posterior 
ends  would  be  relieved,  as  by  a  removal  of  a  portion  of 
the  tissue,  but  mere  congestion  and  erection  at  the  rear 
end  is  often  reduced  by  cauterization  from  in  front, 
which  does  not  reach  to  its  exact  site,  and  the  same 
would  be  expected  from  Dr.  Delavan's  method. 
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The  case  of  simulated  sarcoma  carries  an  excellent 
lesson.  I  would  suggest  that  the  clinician  should  in- 
sist upon  complete  harmony  between  the  clinical  aspects 
of  the  case  and  the  report  of  the  pathologist,  and  I 
should  he  very  suspicious  of  the  report  of  a  pathologist 
which  did  not  correspond  with  the  clinical  appearance, 
especially  when  based  upon  a  very  small  piece  of  the 
growth. 

Dr.  Clark:  I  think  that  most  of  us  have  seen  cases 
-of  growths  in  the  nose  or  throat  of  which  the  histologi- 
cal character  has  been  for  a  time  in  doubt.  A  case  of 
this  sort  came  to  my  clinic  recently.  The  patient,  a 
woman  of  about  fifty,  had  had  a  sore  throat  for  several 
months.  The  right  tonsil  was  considerably  enlarged, 
spreading  out  in  an  irregular  way  over  the  anterior 
.and  posterior  pillars  of  the  fauces  and  having  a  super- 
ficial slough  on  its  surface.  The  patient's  general  appear- 
ance was  good,  with  no  evidence  of  cachexia.  No  en- 
larged cervical  glands  could  be  felt.  I  made  up  my 
mind  that  the  growth  was  probably  malignant,  but  in 
■order  to  rule  out  syphilis  I  put  the  patient  on  the  use  of 
iodide  of  potassium.  The  portion  of  the  growth  project- 
ing over  the  anterior  pillar,  removed  at  this  time  for 
microscopic  examination,  was  reported  by  the  patholo- 
gist to  be  simple  hypertrophy.  Not  satisfied  with  this 
diagnosis,  I  removed  the  portion  projecting  over  the 
posterior  pillar,  and  this  was  reported  to  be  adeno-sar- 
coma.  Since  then,  although  the  tonsil  has  remained 
indurated,  it  has  not  increased  in  size,  and  if  I  saw  it 
now  for  the  first  time  I  might  hesitate  to  diagnosticate 
a  malignant  growth.  But  as  several  competent  patholo- 
gists fully  agree  as  to  its  malignant  character  I  do  not 
now  hesitate  to  recommend  a  radical  operation.  The 
induration  and  enlargement  of  the  tonsil  have  not  been 
affected  by  the  internal  administration  of  iodide  of  po- 
tassium, so  that  syphilis  can  be  ruled  out. 

Dr.  Weight:  We  were  so  interested  in  Dr.  Delavan's 
last  communication  that  we  forgot  to  discuss  the  first 
•one.  I  think  that  Dr.  Delavan  was  very  fortunate  in 
his  pathologist.  Dr.  Hodenpyl  knows  more  about  the 
pathology  of  the  lymphoid  tissue  in  the  throat  than  any 
other  pathologist  in  this  country.  It  was  his  wide  ex- 
perience with  this  variety  of  cellular  proliferation  which 
led  him  to  be  so  very  cautious.  The  trouble  with  the 
pathologists  frequently  is  not  that  there  is  any  very 
great  difficulty  in  making  a  distinction  between  benign 
-and  malignant  round-celled  growths,  but  that  they  have 
no  opportunity  of  examining  the  whole  growth,  when. 
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with  a  great  deal  of  care,  they  woukl  usually  make  the 
proper  diagnosis.  The  trouble  is  that  they  are  required  to 
make  a  diagnosis  from  small  pieces.  Since  the  difficulty 
of  recognizing  the  character  of  the  growth  under  the  cir- 
cumstances is  so  great,  I  think  that  the  clinical  history, 
especially  in  these  cases,  should  be  very  fully  given  to 
the  pathologist  when  the  fragment  is  sent  to  him  for 
examination.  A  very  little  knowledge  of  the  clinical 
history  often  makes  a  great  difference.  It  is  not  fair  to 
the  pathologist  in  any  case  to  give  him  only  a  little 
piece  of  tissue,  without  any  clinical  data,  from  which 
to  make  a  diagnosis.  I  know  that  it  is  considered  a 
good  "  grind  "  to  give  a  pathologist  a  little  piece  of  tis- 
sue from  a  growth  without  any  clinical  history  and 
ask  him  to  make  a  diagnosis,  but  it  is  not  the  scientific 
spirit.  The  more  help  given  by  the  clinician  to  the 
pathologist,  the  freer  from  error  his  work  will  be. 

Dr.  Delavan:  The  history  which  I  reported  illus- 
trates the  value  of  giving  iodide  of  potassium  in  all 
doubtful  cases  of  this  kind,  and  also  the  importance  of 
sending  as  large  a  portion  of  the  growth  as  possible  to 
the  pathologist;  and,  as  stated  by  Dr.  Wright,  of  giving 
him  as  complete  a  clinical  history  as  possible.  This 
was  done  in  my  case,  and  Dr.  Hodenpyl  gave  his  decision 
against  operation,  in  spite  of  the  fact  that  the  diagnosis- 
of  sarcoma  had  been  made  by  several  expert  authorities, 
and  that  operation  had  been  strongly  advised.  But  for- 
his  report  the  patient  would  have  been  operated  upon. 
The  effect  of  the  administration  of  the  iodide  of  potas- 
sium speedily  supported  his  opinion. 

With  regard  to  the  niucous  membrane  of  the  nose  and 
operations  upon  it,  I  have  seen  children  and  adults- 
injured  for  life  by  the  indiscriminate  removal  of  mu- 
cous membrane.  By  the  use  of  this  little  knife,  destruc- 
tion of  the  mucous  membrane  is  done  away  with.  It 
causes  the  smallest  amount  of  injury  of  any  possible 
operation.  Where  the  patient  is  hypcraesthetic  and 
afraid  of  being  hurt,  the  knife  can  be  wrapped  with  cot- 
ton except  near  the  point,  the  patient  hardly  being 
able  to  distinguish  it  from  a  probe,  and  allowing  its  use- 
without  objection.  I  hope  that  this  plan  of  treatment 
will  be  tried  in  some  of  these  difficult  cases  and  that 
its  actual  value  may  be  fairly  tested. 
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Paper. 

A    CASE    OF    ANGEIOMA    OF    THE    TONSIL,   WITH    RECUR- 
RENCE  OF   THE   SAME   THREE  YEARS  AFTER   REMOVAL. 

By  J.   H.   HARTMAN,   M.  D. 

In  presenting  the  following  case  to  your  considera- 
tion I  thought  it  might  be  of  sufficient  interest,  if  for 
no  other  reason  hut  for  the  fact  of  the  comparative 
rarity  of  this  form  of  growth  in  the  upper  respiratory 
tract.  Angeioma  varicosa,  limited  and  confined  to  the 
tonsil,  must  be  seldom  met  with;  I  have  been  able  to 
find  only  two  such  recorded  cases.  One  was  reported  at 
the  meeting  of  the  British  Laryngological  and  Rhino- 
logical  Association,  April  13,  189-i,  by  Mr.  Wyatt  Win- 
grave,  where  sections  of  the  growth  which  he  had  re- 
moved from  the  surface  of  the  left  tonsil  were  exhibited 
which  upon  microscopic  examination  proved  to  be 
an  angeio-fibroma.  The  other  case  was  one  reported  by 
Stork  at  the  meeting  of  the  Wiener  laryngologische 
Gesellschaft,  April  4,  1895.  In  November,  1888,  I  saw 
a  case  of  angeioma  of  the  right  tonsil  in  a  woman 
twenty-eight  years  of  age,  the  growth  occupying  the 
lower  two  thirds  of  the  tonsil  and  complicated  with  an 
external  tumor,  the  nature  of  which  was  uncertain. 
The  patient  was  seen  by  Dr.  J.  Solis-Cohen,  in  Philadel- 
phia, and  Dr.  Tifilany,  in  Baltimore.  The  case  was  un- 
der my  observation  for  a  lengthened  period.  She  de- 
■clined  surgical  interference,  and  finally,  after  being  again 
seen  by  Dr.  Cohen  and  being  assured  that  nothing  but 
an  operation  would  be  of  benefit,  passed  from  my  care 
without  any  public  record  being  made  of  the  case. 

In  March,  1893,  Mr.  W.  S.,  of  Accomack  County, 
Virginia,  thirty-two  years  of  age,  was  brought  to  me  by 
his  physician.  Dr.  Shaw.  Upon  examination  I  found 
the  entire  surface  of  the  left  tonsil  occupied  with  a 
large  mass  of  angiomatous  outgrowth,  nodular  and  ir- 
regular in  outline,  of  a  dark  purplish  color,  and  of  about 
the  size  of  a  pecan  nut.  The  patient  was  unable  to 
give  any  definite  history  as  to  how  long  this  condition 
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had  existed,  but  had  complained  of  some  slight  aching 
on  that  side  of  his  throat  for  the  past  year. 

Immediate  removal  of  the  tumor  was  decided  upon, 
which  was  performed  very  slowly  with  a  wire  ecraseur, 
the  fear  of  severe  haemorrhage  being  kept  in  view.  The 
operation  lasted  nearly  an  hour,  and  very  little  bleed- 
ing took  place  at  the  time;  but  on  the  following  day, 
some  twenty-four  hours  after  the  operation,  a  most 
profuse  hemorrhage  came  on,  which,  after  the  use  of 
ice,  styptics,  and  pressure  failing  to  control,  was  checked 
by  the  direct  application  of  the  galvano-cautery. 

Upon  microscopic  examination  of  the  growth  it  was 
found  to  present  the  usual  appearance  of  angeioma,  be- 
ing made  up  largely  of  capillary  blood-vessels,  with 
either  thin  or  thickened  walls  imbedded  in  a  more  or 
less  abundant  connective-tissue  stroma. 

The  patient  left  my  care  within  a  week,  with  no 
vestige  of  the  growth  remaining.  Nothing  further  was 
heard  of  the  case  imtil  April,  1896,  when  he  presented 
himself  again.  A  recurrence  of  the  growth  had  taken 
place,  but  only  to  a  limited  extent,  occupying  the 
lower  third  of  the  tonsil.  The  patient  thought  that  this 
new  formation  had  taken  place  within  the  last  six 
months,  with  a  perceptible  increase  in  size  in  the  last 
two  months.  This  new  growth  was  removed  with  the 
galvano-cautery  snare,  without  any  hasmorrhage.  No 
microscopic  examination  could  be  made  of  the  specimen 
on  account  of  the  destruction  by  the  hot  wire  of  the 
snare.  The  patient  was  seen  again  last  June,  and  there 
was  no  appearance  indicating  a  further  return  of  the 
growth. 

Paper. 

A   CASE   OF   SUBGLOTTIC   FIBROMA:    REMOVAL   BY 
TRACHEOTOMY  AND   CURETTING. 

.  By  JOHN"  AV.   FARLOW,   M.  D. 

Mrs.  p.,  thirty-seven  years  of  age,  married,  consult- 
ed me  in  January,  1897,  for  difficulty  in  breathing. 
About  four  years  previous  she  had  noticed  that  her 
respiration  was  impeded  and  that  the  nasal  passages 
were  getting  smaller.  This  led  her  to  think  that  the 
nasal  obstruction  might  be  the  real,  imderlying  cause 
of  her  trouble,  and  about  a  year  later — that  is,  three 
years  ago — she  consulted  Dr.  II.  W.  Loeb,  of  St.  Louis. 
He  found  considerable  cartilaginous  projections  on  each 
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side  of  the  nasal  septum,  which  he  removed  in  part, 
affording  her  relief  from  mouth  breathing.  On  exam- 
ining the  larynx  he  found  what  he  was  disposed  to 
think  were  two  subglottic  growths,  one  on  each  side, 
somewhat  as  represented  in  Fig.  1. 

Dr.  Bernays,  of  St.  Louis,  saw  her  then  in  consulta- 
tion, and  was  led  to  operate  by  the  most  distressing 
symptoms  of  dyspnoea.  The  trachea  was  laid  open  for 
about  an  inch  and  a  quarter,  and  upon  its  posterior 
wall — that  is,  upon  the  saeptum  separating  the  trachea 
from  the  oesophagus,  extending  up  to  the  cricoid  carti- 
lage— he  found  a  tumor  an  inch  and  a  half  in  length 
and  three  eighths  of  an  inch  broad,  about  the  thick- 
ness of  a  lead  pencil,  brown  in  color,  of  a  soft  texture, 
making  the  mucosa  of  the  posterior  wall  of  the  trachea 


bulge  into  the  lumen,  and  seemingly  also  causing  a 
similar  projection  into  the  oesophagus.  He  could  not 
bring  himself  up  to  the  point  of  attempting  the  extir- 
pation, because  the  growth  could  not,  as  he  thought, 
be    removed    without    making    a    permanent    tracheo- 
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oesophageal  fistula,  a  very  unmanageable  afTair,  because 
it  is  almost  impossible  to  prevent  food  or  liquids  from 
getting  into  the  air-passages. 

Dr.  Bernays  and  Dr.  Loeb  were  of  the  opinion  that 
the  growth  was  not  malignant  at  that  time.  They  con- 
sidered the  case  a  very  interesting  as  well  as  a  very 
curious  one.  "  After  the  tracheal  operation  the  dysp- 
noea was  greatly  relieved,  and  for  some  time  she  re- 
mained comparatively  free  from  great  disturbance  in 
breathing." 

There  was  no  history  of  syphilis,  and  antisyphilitic 
remedies  in  large  doses  had  no  beneficial  effect. 

The  improvement  in  her  condition  was  only  tem- 
porary and  she  grew  gradually  worse,  at  times  feeling 
almost  suffocated,  especially  at  night  and  when  she 
took  cold,  and  again  having  periods  of  some  relief. 
When  I  saw  her  the  dyspncea  was  very  marked  and  there 
was  much  wheezing.  Talking  was  interrupted  by  the 
necessity  of  taking  a  longer  breath  after  every  few 
words.  She  was  very  thin  and  had  lost  some  thirty 
pounds,  weighing  only  about  ninety  pounds  at  that 
time.  There  was  no  pain  of  any  kind,  and  no  difficulty 
in  swallowing.  The  nose  seemed  to  be  of  but  little 
service  in  respiration,  but  the  intense  dyspnoea  would 
have  required  mouth  breathing,  even  if  the  nose  had 
been  sufficiently  free. 

The  nasal  bones,  especially  at  their  lower  ends,  were 
much  thickened,  as  were  also  the  lateral  cartilages. 
The  anterior  part  of  the  sseptum  was  much  increased  in 
thickness  on  both  sides,  so  that  the  entrance  of  the 
nostrils  was  much  narrowed  and  but  a  small  current 
of  air  passed  through. 

There  was  nothing  abnormal  in  the  mouth,  fauces, 
postnasal  space,  epiglottis,  or  larynx.  The  voice  was 
not  hoarse,  and  there  was  nothing  unusual  felt  in  the 
neck  externally. 

Below  the  freely  moving  white  cords  the  lumen 
of  the  trachea  was  almost  completely  filled  by  smooth, 
regular,  rounded  swellings,  two  on  the  right  and  one 
on  the  left,  seemingly  arising  from  the  posterior  part 
of  the  trachea,  and  leaving  only  a  narrow  chink  ante- 
riorly for  the  air  (Fig.  2).  I  was  not  able  to  touch  the 
mass  with  a  probe,  because  the  air  space  left  was  so 
small  that  the  probe  was  enough  to  shut  off  what  little 
air  she  had.  The  facts  that  the  cords  moved  so  freely 
and  that  her  voice  was  clear  seemed  conclusive  that 
the  growth  did  not  involve  the  cricoid.  From  the  ap- 
pearance of  the  cartilages  of  the  nose,  from  the  situa- 

9 


130  The  American  Laryngological  Association. 

tion  of  the  tumor  near  the  tracheal  cartilage,  from  the 
long  continuance  of  the  disease,  from  the  smooth, 
rounded,  non-ulcerative  mass,  and  from  the  freedom  of 
the  larynx,  absence  of  pain,  and  difficulty  in  swallowing, 
I  was  inclined  to  consider  it  a  case  of  enchondroma  of  the 
posterior  wall  of  the  upper  part  of  the  trachea.     She 


Fig.  2. 


was  losing  ground  and  was  in  great  need  of  air,  and  tra- 
cheotomy might  have  to  be  done  at  any  moment. 

I  asked  Dr.  M.  H.  Eichardson  to  see  the  case  with 
me.  He  thought  it  probably  an  enchondroma,  but  at 
any  rate  non-malignant,  and  that  tracheotomy  should 
be  done,  and,  if  possible,  enough  of  the  growth  removed 
to  free  the  lumen  of  the  trachea.  An  endolaryngeal 
operation  was  impossible. 

On  February  9,  1897,  Dr.  Eichardson  did  a  low 
tracheotomy  under  cocaine  ansesthesia,  and  inserted  a 
tube.  Chloroform  was  then  administered  through  the 
tube,  but  the  patient's  condition  became  so  bad  that 
ether  was  substituted,  and  there  was  no  further  trouble 
with  the  anaesthesia.     The   trachea  was  then   opened 
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above  the  tvibe  nearly  to  the  cricoid  cartilage,  gauze  was 
packed  around  the  tube  to  prevent  the  blood  from 
getting  into  the  trachea,  and  the  edges  of  the  wound 
were  held  apart  by  the  fingers  or  retractors. 

The  growth  was  seen  to  begin  below  the  cricoid 
cartilage,  and  to  extend  down  on  the  posterior  tracheal 
wall  an  inch  and  a  half  or  more.  It  was  one  mass  and 
not  several.  One  finger  passed  through  the  mouth  into 
the  larynx,  and  the  other  through  the  tracheal  wound, 
felt  a  large,  firm  mass  between  them,  extending  back- 
ward toward  the  oesophagus  as  well  as  into  the  trachea. 
The  problem  seemed  to  be  to  remove  what  had  caused 
the  dyspnoea,  without  attempting  the  extirpation  of 
the  whole  mass. 

With  the  sharp  curette,  the  firm,  dense  tissue  was 
gradually  removed,  with  but  little  haemorrhage,  and 
the    finger    could    then    be    passed    from    below,    right 
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through,  over  the  now  smooth  tracheal  wall,  up  be- 
tween the  vocal  cords.  I  passed  one  finger  into  the 
larynx  from  above,  and  the  other  from  below,  and  it 
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seemed  to  me  that  the  trachea  was  practically  free  from 
any  encroachment  on  its  calibre. 

The  skin  was  drawn  tight  over  the  trachea  and  su- 
tured, but  the  tracheal  rings  were  not  sutured.  The 
tube  was  left  in,  and  a  small  piece  of  gauze  just  above 
it.  At  the  end  of  five  days  the  tube  was  removed,  and 
the  skin  wound  above  had  healed  by  first  intention. 
The  opening  for  the  tube  was  soon  closed  over  by 
granulation.  I  examined  the  larynx  on  February  19th, 
ten  days  after  the  operation,  and  found  the  left  cord 
rather  red,  but  both  cords  moving  well.  The  trachea 
was  quite  free,  except  a  little  irregular  tissue  seen  un- 
der the  posterior  end  of  each  cord  in  deep  inspiration 
(Fig.  3). 

A  letter  received  from  her  a  month  later  says  that 
she  is  much  better  and  is  gaining  in  flesh.  The  voice 
is  much  better  than  when  I  last  saw  her.  If  she  has 
a  little  cold  she  is  somewhat  hoarse  and  there  is  some 
mucus,  but  when  this  is  expectorated  the  huskiness 
disappears  and  the  breathing  is  all  right. 

Examination  of  the  tissue  removed  by  the  curette 
showed  it  to  be  a  fibroma. 

According  to  Schrotter  (Krankheiten  der  Lufirblire, 
1896,  p.  147),  fibromata  of  the  trachea  are  found  as 
sessile  growths,  in  the  shape  of  polypi,  or  as  papillom- 
ata,  their  usual  situation  is  in  the  upper  part  of  th' 
trachea  and  on  the  posterior  wall,  and  the  polypoi( 
form  is  the  most  frequent.  The  papillomatous  form  is 
more  likely  to  occur  in  connection  with  the  same  con- 
dition in  the  larynx.  Enchondromata  seem  to  be  very 
rare,  as  Schrotter  speaks  of  only  two  cases  on  record. 

Discussion. 

Dr.  Delavan:  In  addition  to  the  interest  of  the 
case  reported  by  Dr.  Farlow  I  am  impressed  with  the 
ingenuity  and  artistic  excellence  of  the  illustrative  chart 
which  he  has  presented  with  it. 

Dr.  Farlow:  I  hoped  that  some  member  of  the  asso- 
ciation would  give  me  some  clew  as  to  whether  the 
growth  will  come  back  again  or  not.  The  wound  is 
cicatrizing  very  well.  It  is  possible  that  the  growth 
may  reproduce  itself,  but  I  would  prefer  that  it  should 
take  some  other  direction  than  into  the  trachea.  There 
is  still  a  good  deal  of  tumor  left,  and  it  is  probable  that 
in  time  it  may  give  trouble. 
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Dr.  Rice:  Was  the  growth  very  vascular? 

Dr.  Farlow:  No,  it  was  not  a  vascular  growth;  it 
felt  very  much  like  fibrocartilage.  There  was  very  lit- 
tle haiuiorrhage  during  the  operation. 


Paper. 

A   CONTRIBUTION   TO   TIIK  STUDY  OF   THE   TREATMENT   OF 
LARYNGEAL    rUTlIISIS. 

By   T.   morris    MURRAY,   M.  I). 

The  object  of  the  present  article,  gentlemen,  is  to 
give,  as  far  as  is  possible,  a  report  of  the  progress  made 
in  the  treatment  of  laryngeal  phthisis,  together  with 
the  results  of  my  own  limited  experience,  since  my 
last  contribution,  made  in  181)3.  I  stated  at  that  time 
my  belief  that  good  results  could  be  obtained  by 
Krause's  method  even  in  the  last  stages  of  pulmonary 
tuberculosis,  if  lactic  acid  was  brought  in  thorough 
contact  with  the  granulating  surfaces;  that  I  thought 
the  limitations  placed  by  Krause  upon  his  operation 
in  his  essay  published  in  1886  were  imnecessary.  In 
the  discussion  which  followed  this  view  found  no  sup- 
porters. Two  years  later,  however,  Krause  himself  says 
that  he  can  not  consent  to  the  extreme  carefulness  de- 
manded from  many  sides  in  the  selection  of  cases  for 
operation;  that  even  in  far-advanced  cases,  where  there 
is  high  fever,  we  can  give  ease,  instead  of  leaving  the 
patients  to  suffer.  One  should  not  be  afraid  to  go 
deeply  into  the  tissue,  as  the  patient  will  bear  it  well. 
Capart  thinks  the  operation  should  be  undertaken  even 
in  the  last  stage  of  the  tubercular  larynx;  that  it  should 
be  energetic  in  order  to  be  efficacious,  and  that,  though 
we  may  not  always  effect  a  cure,  relief  to  the  sufferer 
is  certain.  Rethi  advises  operations  only  when  there  is 
good  general  health.  Castex  would  employ  surgical 
treatment  first,  when  medical  treatment  is  insufficient, 
also  when  not  contraindicated  by  general  conditions. 
He  thinks  laryngotomy  worthy  of  more  frequent  con- 
sideration, but  only  when  lungs  are  sound  and  other 
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measures  have  failed.  Laryngectomy,  he  believes,  should 
never  be  practised. 

Laryngo-fissure  is  the  subject  of  a  monograph  by 
Ernest  Crapon;  this  is  a  review  of  fifteen  published 
cases,  from  which  he  concludes  that  the  operation 
never  does  harm  and  is  occasionally  of  service.  One  of 
these  cases  is  worthy  of  mention:  that  of  a  clergyman, 
whose  voice  eleven  years  after  the  operation  was  clear 
and  strong. 

Opinions  differ  as  to  the  conditions  which  forbid 
surgical  interference  in  laryngeal  phthisis,  but  with  the 
evidence  before  us  we  can  not  deny  its  inestimable 
value.  Heryng,  in  reporting  more  than  two  hundred 
successful  cases,  supports  his  advocacy  of  this  method 
of  treatment,  and  suggests  the  following  conditions  as 
clearly  indicating  the  necessity  for  surgical  interfer- 
ence: First,  in  tuberculous  tumors  of  the  epiglottis;  sec- 
ond, in  circumscribed,  chronic  tumorlike  infiltrations  of 
the  posterior  wall  of  the  larnyx  which  show  little  incli- 
nation to  break  down;  third,  in  chronic  tumors  resting 
on  an  inflamed  base  surrounded  with  proliferating  prod- 
ucts which  resist  all  other  methods  of  treatment; 
fourth,  in  partial  disease  of  larynx,  even  when  the  epi- 
glottis, false  cords,  and  lateral  ligaments  are  affected. 
He  advises  against  operation:  First,  in  advanced  phthisis 
of  the  lungs  with  hectic  and  wasting;  second,  in  diffuse 
miliary  tubercle  of  larynx  and  pharynx;  third,  in  all 
cachectic  conditions;  fourth,  in  severe  stenosis  of  the 
larynx  caused  by  inflammatory  swelling  of  the  affected 
parts.  In  these  cases  he  recommends  tracheotomy  as 
soon  as  possible. 

Gleitsmann  advises  curetting:  First,  in  primary  tu- 
bercular disease  without  lung  complications;  second,  in 
cases  in  which  concomitant  lung  disease  is  either  incipi- 
ent or  has  stopped  short  of  softening;  third,  especially 
in  circumscribed  ulcerations  and  infiltrations;  fourth, 
in  dense,  hard  swelling  of  the  arytgenoid  region,  ven- 
tricular band,  and  posterior  wall;  in  tubercular  tumors 
and  affections  of  the  epiglottis;  fifth,  in  advanced  stages 
of  lung  disease,  with  distress  and  dysphagia  from  aryta?- 
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noid  infiltrations.  The  cases  in  which  he  considers  it 
ill-advised  are:  (1)  in  advanced  pulmonary  disease,  with 
hectic;  (2)  in  disseminated  tuberculous  disease  of  the 
larynx,  in  which  there  is  little  or  no  area  of  healthy  tis- 
sue; (3)  in  extensive  intlltrations  producing  severe 
stenosis  (when  he  considers  tracheotomy  indicated). 
He  has  reported  twelve  cases,  in  each  of  which  pulmo- 
nary complications  existed,  with  four  recoveries,  without 
relapse  in  periods  varying  from  six  to  ten  months. 

In  the  discussion  u])on  this  subject  at  the  interna- 
tional congress  which  met  in  Rome,  Ruault,  Schmidt, 
B.  Frankel,  Gougenheim,  Massuci,  Chiari,  Glizinski, 
Hoppman,  Flatau,  and  Sajous  argued  in  favor  of  the 
curette.  J^'gidi,  Messei,  and  Garel  advocated  tracheoto- 
my. Sokolowski,  Schmidt,  and  Hoppman  thought  even 
the  graver  operation  of  laryngotomy  permissible  under 
certain  conditions,  practically  when  all  other  methods 
have  failed. 

The  value  of  the  curette  is,  I  think,  generally  con- 
ceded. Lenox  Browne  does  not  consider  it  a  sine  qua 
non  in  the  treatment  of  laryngeal  phthisis,  but  admits 
its  utility  in  insuring  the  effectiveness  of  the  lactic-acid 
applications.  Pie  considers  it  chiefly  useful  for  the 
removal  of  hyperplasias  and  to  clear  away  necrotic  mat- 
ter. Among  those  who  have  reported  cases  successfully 
treated  in  this  manner  are  Ilajek,  Levy,  Caster,  Semon, 
and  Symonds,  who  mentions  a  patient  well  two  years 
after  operation ;  a  case  is  reported  by  Harris  in  which  a 
good  result  was  obtained  by  the  application  of  pure  ich- 
thyol  after  curetting  in  which  the  lactic-acid  applica- 
tions had  failed.  Lambert  ]jack  has  used  successfully 
in  one  case  pure  chromic  acid  after  curetting. 

In  infiltrations  of  the  epiglottis  and  arytaenoid  re- 
gion, Gleitsmann  recommends  the  galvano-cautery, 
which  he  follows  with  lactic  acid.  Heryng,  in  an  arti- 
cle upon  the  use  of  electrolysis  in  throat  and  nose  trou- 
ble, advises  it  in  some  cases  of  tubercular  laryngitis. 
Srebony  is  an  advocate  of  this  method  of  treatment. 

The  successful  treatment  of  laryngeal  phthisis  with- 
out the  aid  of  the  curette  is  undoubtedly  possible  in 
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many  cases,  by  topical  applications,  internal  medi- 
cation, and  proper  climatic  surroundings.  Among  the 
former  nothing  as  yet  known  can  rank  in  efficiency  with 
lactic  acid.  Good  results  from  its  application  are  re- 
ported by  Garel,  Beaie,  Heryng,  Langmaid,  Castex,  and 
Capart.  Cadier,  however,  considers  creosote  and  vase- 
line of  greater  service.  IShurley  thinks  well  of  the  use 
of  formates  of  ammonium  and  sodium ;  the  latter  he  uses 
by  insufflation,  equal  parts  of  starch  and  formate  of 
sodium ;  as  a  spray,  five  to  ten  per  cent,  of  ammonium  or 
sodium  formate.  Langmaid  reports  good  results  from  a 
twenty-per-cent.  solution  of  menthol  and  oil  from  iodo- 
form. Newman  recommends  iodoform,  alcohol,  and 
ether  in  concentrated  solution.  The  employment  of 
parachlorphenol  is  recommended  by  Spengler,  of  St. 
Petersburg;  he  states  that  it  has  decided  germicidal 
properties,  and  that  its  soothing  action  is  more  pro- 
longed than  even  that  of  cocaine.  Hedderich  says  of 
this  remedy  that  it  is  most  valuable  in  relieving  dys- 
phagia, and  reports  two  cases  of  apparent  cure.  Zinn 
also  uses  parachlorphenol  in  ten  to  twenty  per  cent,  of 
glycerin  solution,  and  states  that  tuberculous  ulcerations 
can  be  made  to  heal  with  this  application  alone  after 
several  weeks'  treatment  only.  Euault  reports  remark- 
able success  from  the  application  of  sulphorcinate  of 
phenol  (a  solution  of  phenol  in  sulphorcinate  of  sodi- 
um). Making  daily  application  of  a  fifty-per-cent.  solu- 
tion, he  treated  five  hundred  cases,  and  states  that  the  in- 
filtrations undergo  sclerosis  and  heal  within  from  four 
to  six  weeks  without  cicatrix.  Heryng  reports  favorable 
results  from  the  use  of  this  application,  denying,  how- 
ever, its  efficacy  unless  preceded  by  surgical  treatment. 
He  uses  a  two-per-cent.  solution  of  pyoctanin  to  the 
curetted  surface,  and  the  sulphorcinate  of  sodium  on  the 
eighth  or  tenth  day.  The  phenol  preparations,  he  thinks, 
stimulate  absorption  and  the  elimination  of  tuberculous 
infiltrations  and  products  and  rapidly  relieve  the  dys- 
phagia. S.  Solis-Cohen,  speaking  of  the  new  remedies 
for  the  treatment  of  tuberculous  ulceration  of  the 
larynx,  alludes  to  the  local  application  of  bromoform, 
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formaldehyde,  guaiaeol,  and  protonuclein.  Schadevvaldt 
reports  a  case  of  tuberculous  ulceration  of  the  vocal  cord 
cured  by  the  rubbing  in  of  creolin.  Comparad  has  re- 
ported a  case  of  advanced  tuberculous  disease  of  the  lar- 
ynx in  which  the  patient  was  cured  by  the  application 
of  testicular  serum.  Chappell  suggests  the  submucous 
injection  of  creosote,  preceded  by  the  application  of  a 
ten-per-cent.  solution  of  cocaine,  giving  preference  to  the 
oily  or  alcoholic  solutions.  (Pure  creosote  is  used  when 
there  is  extensive  tissue  necrosis,  the  injection  being  made 
as  superficially  as  possible,  one  drop  at  a  time,  repeated 
at  intervals  of  five  or  six  days.)  He  alleges  for  this 
method:  First,  that  it  relieves  dysphagia,  dysphonia, 
and  cough  in  the  primary  stages;  second,  that  infiltra- 
tions and  hypertrophies  in  the  larynx  disappear  in  some 
-cases  after  persistent  treatment;  third,  if  pulmonary  dis- 
ease is  not  very  active,  early  treatment  may  arrest  sub- 
sequent ulceration ;  fourth,  single  tuberculous  ulceration 
may  be  healed,  if  not  too  deep;  fifth,  in  more  active 
stages  the  treatment  stimulates  granulation,  arrests  ul- 
ceration, prevents  profuse  discharge  and  unpleasant 
odor,  and  relieves  laryngeal  symptoms.  Hubbard  has 
also  had  good  results  from  creosote  injections.  In  his 
cases  tincture  of  gentian  was  given  internally  at  the 
€ame  time. 

Spontaneous  healing  of  tuberculous  ulcerations  of 
the  larynx  is  reported  by  Whistler,  Grayson,  and  Solly, 
in  which  sedative  and  antiseptic  solutions  alone  were 
used.  Heryng  has  seen  fourteen  such  cases  out  of  three 
thousand  observed. 

Tracheal  injections  of  creosote  are  recommended  by 
Botey.  Very  large  doses  are  tolerated  in  this  way,  and 
•derangement  of  the  stomach  avoided.  John  A.  Thomp- 
son, in  an  article  read  at  the  recent  meeting  in  this 
city  of  the  Laryngological,  Ehinological,  and  Otological 
Society,  advocated  this  method  of  administering  creo- 
sote, saying  that  where  tracheal  injections  were  toler- 
ated the  antiseptic  action  of  the  remedy  would  be  very 
speedily  shown  by  the  subsidence  of  the  cough,  change 
in  character  of  the  expectoration,  and  decline  of  fever. 
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The  internal  administration  of  creosote  has,  and,  I 
think,  justly,  many  advocates.  Semon  and  Conway  have 
reported  good  results  from  using  large  doses.  Professor 
Stoerk,  than  whom  there  are  few  for  whose  opinion  I 
have  greater  regard,  considers  the  free  use  of  creosote 
dangerous  in  cases  of  laryngeal  or  pulmonary  phthisis. 
He  thinks  that  the  power  of  nutrition  is  often  lessened 
by  its  employment.  Personally  I  regard  it  as  essential 
in  the  treatment  of  tuberculosis  in  this  climate.  I  have 
never  seen  creosote  do  harm.  Some  of  my  patients  have 
taken  twenty-five  drops  three  times  a  day  with  only 
beneficial  effect.  My  rule  in  administering  it  is  to  be- 
gin with  one  minim,  adding  one  minim  to  each  dose 
every  day,  with  directions  that  if  gastric  disturbance  is- 
produced  they  shall  go  back  to  the  dose  which  was  tol- 
erated without  discomfort. 

Of  the  many  remedies  suggested  in  the  treatment  of 
laryngeal  phthisis,  the  curette  and  lactic  acid  must  be 
accorded  the  first  place.  Next,  I  should  place  the 
phenol  preparations  advocated  by  Spengler,  of  St. 
Petersburg,  Hedderich,  Heryng,  Zinn,  and  Euault. 
Laryngotomy,  laryngo-fissure,  and  laryngectomy,  it  is- 
safe  to  say,  should  only  be  resorted  to  under  most  ex- 
ceptional circumstances.  Tracheotomy  doubtless  has 
its  value,  as  employed  by  Gleitsmann  and  Heryng,  for 
without  a  free  supply  of  good  air  nothing  can  be  ex- 
pected in  the  treatment  either  of  pulmonary  or  laryn- 
geal phthisis.  In  my  last  paper  I  reported  five  cases 
of  laryngeal  phthisis  successfully  treated,  one  of  which  is- 
alive  and  well  to-day,  six  years  after  the  last  operation. 
Since  then,  though  many  of  my  patients  have  been 
benefited,  in  but  one  have  I  been  able  to  secure  com- 
plete cicatrization.  I  am,  however,  able  to  offer  one 
suggestion  which  I  think  is  new  in  the  treatment  of 
these  cases.  I  have  found  in  enzymol  a  most  valuable 
auxiliary  to  the  curette  and  lactic  acid.  It  is  non-irri- 
tating, and  possesses  in  a  high  degree  the  quality  of 
digesting  necrosed  tissue.  I  applied  it  recently  to  a 
large  ulcer  upon  the  ventricular  band;  in  twenty-four 
hours  the  detritus  with  which  the  ulceration  was  cov- 
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ered  had  entirely  disappeared,  leaving  a  ])erfectly  clean 
surface,  upon  the  face  of  which  were  two  nodular  pro- 
jections, apparently  tuberculous  deposits  which  had  not 
yet  undergone  the  process  of  idceration.  My  experi- 
ence with  enzymol  is  too  limited  to  warrant  the  ex- 
pression of  a  positive  opinion  as  to  the  extent  of  its 
value.  It  has  been  used  most  successfully  in  tuberculous 
joints,  and  I  shall  not  be  surprised  to  find  that  it  lim- 
its and  prevents  ulcerations  in  the  larj'nx  when  applied 
by  liypodermic  injection  to  the  tuberculous  deposits.  To 
my  assistant,  Dr.  A.  W.  Wells,  I  am  indebted  for  valu- 
able aid  in  obtaining  abstracts  of  the  papers  referred  to 
in  this  article. 
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Discussion. 

Dr.  Newcomb:  With  regard  to  the  amount  of  creo- 
sote which  may  be  tolerated  by  the  human  system,  I 
will  simply  say  that  I  have  had  a  patient  taking  thirty- 
six  drops  three  times  a  day.  At  first  I  gave  it  in  a 
mixture  with  infusion  of  gentian  and  mucilage  of 
•acacia,  making  an  emulsified  preparation;  of  late  I  have 
given  up  all  forms  of  fluid  preparations  and  use  only 
the  pills,  and  find  that  they  do  as  much  good. 

Dr.  Langmaid  asked  that  a  correction  be  made  in 
the  quotation.  It  should  be  a  twenty-per-cent.  solution 
.and  not  a  two-per-cent.  that  he  used. 
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Dr.  Ingals:  With  regard  to  the  administration  of 
creosote,  as  a  rule  it  is  not  very  well  tolerated,  whereas 
the  carbonate  of  creosote  may  be  taken  without  discom- 
fort after  eating,  three  times  a  day,  even  in  doses  as 
large  as  a  drachm. 

Paper. 

PRIMARY    LUPUS   OF   TlIK    LARYNX. 

By   EMIL  MAYER,   M.I)., 

NEW   YORK. 

The  following  cases  are  deemed  worthy  of  presenta- 
tion, because  of  the  difficulties  in  reaching  a  diagnosis 
in  this  alfection,  its  very  rare  occurrence,  and  also  be- 
cause in  one  of  the  cases  I  am  enabled,  after  sixteen 
years,  to  corroborate  the  original  diagnosis: 

Case  I.— Louis  F.,  aged  thirty-one  years, came  under 
my  observation  on  July  18,  189G.  He  gave  the  follow- 
ing history:  He  was  born  in  Kussia,  and  is  sixteen  years- 
in°the  United  States.  His  father  died  at  the  age  of  forty 
of  a  heart  affection.  His  mother  died  at  the  age  of 
fifty  of  some  disease  the  nature  of  which  is  absolutely 
unknown  to  him.  He  has  a  brother,  aged  forty-one,, 
and  two  sisters,  aged  thirty-eight  and  twenty-five  re- 
spectively, all  in  good  health.  One  sister  died  at  the- 
age  of  thirty-one  on  the  second  day  after  confinement 
of  a  puerperal  complication. 

He  has  been  married  five  years,  and  is  the  father 
of  two  children  who  are  in  good  health.  A  third  child 
died  at  the  age  of  eighteen  weeks  of  cholera  infantum. 
His  wife  had  no  miscarriages,  and  has  been  in  good 
physical  health. 

Except  an  attack  of  malarial  fever  seven  years  ago, 
he  was  entirely  well  up  to  one  year  ago.  At  that  time, 
while  sitting  quietly,  he  gave  a  short  cough  and  brought 
up  a  wineglassful  of  blood.  There  were  no  further  signs- 
of  hemorrhage  until  July  10th  of  this  year.  It  has  al- 
ways been  his  custom  to  get  out  of  bed  every  night  for 
years,  smoke  a  cigar,  and  then  retire.  On  the  night  in 
question  he  arose  and  began  to  smoke,  when  a  slight 
hackinir  cough  occurred  and  he  brought  up  a  half  cup- 
ful of  blood. 

j^ijy    11th.— Another   attack   of   hsemorrhage    at    G- 

p.  M. 

Daily    attacks   until    the    18th,    when    lie    liad    two 
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haemorrhages — one  at  2  p.  m.  and  one  at  6  p.  m. — each 
time  bringing  up  nearly  a  cupful  of  blood. 

On  the  20th,  another  haemorrhage;  21st,  none;  22d, 
•one;  23d,  four  attacks  during  the  day.  These  were  the 
last  haemorrhages  he  had. 

From  the  10th  to  the  17th  he  had  been  under  the 
care  of  his  family  physician.  There  was  no  cough,  no 
j)ain  in  deglutition,  no  elevation  of  temperature,  no 
hoarseness.  His  ph3^sician,  finding  no  evidences  of  pul 
monary  disease,  referred  him  to  me  for  examination. 

Patient  is  undersized  and  slightly  built;  looks  very 
pale  and  presents  no  further  symptoms.  His  anterior 
nares  are  free  from  any  disease;  mouth  and  pharjTix 
normal.  There  is  a  large  ulcer  in  the  centre  of  the  epi- 
glottis extending  over  the  entire  laryngeal  face.  The 
edges  of  the  ulcer  are  granular,  covered  with  a  gray- 
ish-white deposit,  many  small  nodules  existing  on  the 
free  edge,  the  whole  presenting  a  gnawed  appearance. 
The  width  of  the  ulcer  at  the  upper  border  is  about 
eight  millimetres.  In  the  deepest  portion  of  the  ulcer- 
ated surface  there  is  an  eroded  spot  presenting  the  ap- 
pearance of  the  open  mouth  of  a  vessel.  There  is  a 
tumefaction  of  the  mucous  membrane  on  the  upper 
border  of  the  epiglottis  on  each  side  of  the  ulcer.  The 
^arytasnoids  as  well  as  the  interior  of  the  larynx  are  nor- 
mal. Careful  examination  and  investigation  show  no 
evidence  of  syphilis.  Sputum  examined  shows  no  tu- 
bercle bacilli.  There  is  a  slight  consolidation  at  the 
apex  of  the  right  lung. 

Diagnosis. — Primary  lupus. 

Applications  of  lactic  acid,  fifty  per  cent.,  alternat- 
ing with  twenty-five-per  cent,  menthol  in  olive  oil,  were 
made,  and  creosote  was  given  internally.  The  haemor- 
rhage ceased,  as  noted,  and  never  returned.  His 
weight  increased  and  he  resumed  his  daily  vocation, 
passing  from  observation  on  August  5,  1896. 

April  16,  1897. — Patient  present  at  my  urgent  re- 
quest. States  that  he  has  been  entirely  well  these  eight 
months  past,  has  gained  steadily  in  weight,  and,  ex- 
•cepting  a  slight  cough  of  a  few  days'  standing,  has  no 
complaints.  His  voice  is  clear  and  strong,  appetite 
good;  has  no  elevation  of  temperature  and  no  pain  or 
■difficulty  in  deglutition. 

Examiyiation. — The  epiglottis  is  thickened  in  every 
diameter;  a  piece  is  excavated  out  of  its  central  por- 
tion extending  to  within  an  eighth  of  an  inch  of  its 
free  border.     The  portion  of  the  epiglottis  that  is  vis- 
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ible  ill  tliis  excavation   is   nodulated    in   ai)i)carance,  a 
fresh  nodule  being  visible  on  the  site  ol'  the  old  cica- 
trix.   The  mucous  membrane  of  the  epiglottis  adjacent 
to  tbe  ulcer  is  puffy  and  very 
cKdenuitous.      'JMiese  ccdematous 
folds     form     poucbes    hanging- 
over  the  arytcvnoids  and  tend  to 
ol)struct   tbe   view    of   the    lar- 
ynx.    Xo  abnormity  can  be  de- 
tected in  the  larynx. 

Examination  of  the  Lungs. 
— Besides  a  slight  bronchial  ca- 
tarrh and  the  consolidation  at 

the  apex  of  the  right  lung,  which  is  /'//  slain  (juo.  tliere 
is  no  otber  ])ulinonary  all'ection. 

Case  II. — The  second  case  is  one  of  primary  lupus 
of  the  larynx  and  pharynx.  It  has  already  been  report- 
ed and  presented  to  this  association  in  the  year  1881 
by  Dr.  Morris  J.  Asch.  The  history  then  given  was  as 
follows:  "  Nora  H.,  aged  eighteen  years,  came  to  me  in 
February,  1879,  complaining  of  sore  throat  and  hoarse- 
ness. For  four  years  she  had  suffered  with  it  during  the 
winters.  During  the  past  winter  she  had  been  much 
worse,  deglutition  becoming  difficult,  fluids  passing  out 
through  her  nose  on  her  attempting  to  swallow  them. 
There  was  a  pricking  sensation  in  the  parts. 

Examination. — The  uvula  was  destroyed.  The  free 
border  of  the  velum  and  the  posterior  pillars  were  ul- 
cerated. The  anterior  pillar  of  the  right  side,  the  right 
tonsil,  and  the  roof  of  the  mouth  were  thickened  and 
covered  with  small  fleshy  tubercles  and  nodular  masses. 
The  anterior  pillar  of  the  left  side  was  tliickoned,  while 
the  whole  diseased  surface  presented  a  deeper  tint  than 
normal.  On  the  posterior  wall  of  the  pbarynx  was  a 
large  radiated  cicatrix  of  the  origin  of  which  the  pa- 
tient could  give  no  history.  Patient  is  dysphonic;  hear- 
ing is  diminished. 

The  epiglottis  is  thickened,  with  ulceration  on  the 
left  side  and  with  its  cushion  much  infiltrated. 

The  aryepiglottic  folds  and  the  ventricular  bands 
are  covered  with  small  tubercles  and  tbickened  so  as 
to  prevent  a  view  of  the  vocal  cords.  There  is  also  a 
large  papillated  mass  at  the  base  of  tbe  tongue  on  the 
right  side. 

Under  cod-liver  oil,  iron,  and  applications  of  nitrate 
of  silver,  patient  improved  until  October  of  that  year, 
when  she  complained  of  a  choking  sensation  in  damp 
weather.     There  was  pain  in  the  throat.     The  growth 
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had  increased,  and  there  was  an  appearance  of  ulcera- 
tion on  the  right  side  of  the  larynx.  There  was  a  white 
spot  on  the  right  posterior  pillar,  and  the  granulations 
which  had  almost  disappeared  from  the  roof  of  the 
mouth  had  returned. 

Under  applications  of  perchloride  of  iron  the  pa- 
tient improved  steadily,  and  in  May,  1881,  there  were 
no  further  indications  of  active  disease." 

By  the  courtesy  of  Dr.  Asch  she  has  been  under 
my  observation  ever  since.  Two  years  after  the  case 
was  described  it  was  found  that  the  epiglottis  was 
sunken  and  flattened;  this  was  believed  to  be  due  to 
subsequent  cicatrization. 

About  five  years  ago  a  new  nodule  appeared,  ex- 
tending from  the  centre  of  her  distorted  epiglottis  and 
directly  upon  a  cicatrized  spot.  This  remains  and  pro- 
trudes like  a  spur. 

Before  this  an  attack  of  pneumonia,  and  later  an 
attack  of  pleurisy  occurred,  from  which  recovery  was 
complete.  No  other  throat  affections  save  those  noted 
have  presented  in  all  these  years.  Her  life  history  has 
been  that  she  had  been  twice  married.  Her  first  husband 
died  of  endocarditis.  She  has  been  pregnant  twelve 
times  and  aborted  seven.  These  latter  were  due  to 
causes  referable  to  the  uterus.  The  children  that  came 
to  term  were  normal  in  every  respect.  Her  skin  and 
body  were  carefully  examined  from  time  to  time.  Her 
teeth  are  singularly  perfect,  nor  has  there  appeared  any 
diseased  state  of  the  eyes,  ears,  or  scalp.  There  is  a 
distinct  lupous  eruption  on  the  right  temple  at  times, 
being  very  red  and  again  very  pale.  No  mercurials  or 
iodides  have  ever  been  given  or  required. 

On  December  31,  1896,  she  gave  birth,  under  the 
care  of  Dr.  David  Franklin,  to  a  full-termed  child,  still- 
born, due  to  prolapse  of  the  funis.  Two  months  after 
she  began  to  cough  and  fail  rapidly.  Tubercle  bacilli 
were  found  in  large  numbers,  and  examination  revealed 
a  cavity  at  the  right  apex  of  large  area  and  one  at  the 
left  apex  of  smaller  area. 

Laryngoscopic  examination  shows  velum  gone;  the 
posterior  pharyngeal  wall  is  the  seat  of  many  radiating 
cicatricial  bands,  but  nowhere  any  adhesions  to  the  ad- 
jacent parts. 

Only  a  stub  of  the  epiglottis  is  left,  a  knotty  condi- 
tion presents,  and  the  spur  mentioned  is  seen.  Tlie 
larynx  is  otherwise  normal.  All  the  parts  are  intensely 
anemic.     Under  creosote  and  rest  she  improved  siiITi- 
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ciently  to  go  to  Sullivan  County,  New  York,  on  April 
15,  1897. 

While  most  writers  credit  Tiirck  with  having  first 
mentioned  lupus  of  the  larynx  in  1864,  Langie  says  that 
it  was  known  to  exist  in  1829  by  Travers,  who  recog- 
nized it  as  existing  in  the  mouth  and  larynx. 

It  is  not  so  infrequent  when  lesions  of  the  skin  ex- 
ist, and  credit  is  given  to  Lefferts  for  originally  sug- 
gesting a  laryngoscopic  examination  in  all  cases  where 
lupus  presents  anywhere.  As  a  result  of  this  sugges- 
tion many  cases  of  secondary  lupus  have  been  discov- 
ered. 

Kegarding  primary  lupus,  Lefferts  stated  before  this 
association  in  1881,  and  is  quoted  by  Lenox  Browne  as 
saying,  that  he  would  not  accept  the  diagnosis  of  lupus 
of  the  larynx  or  pharynx  unless  accompanied  by  lupus 
of  the  face.  Browne  reports  the  case  of  Orwin's  which 
would  have  been  set  down  as  syphilis,  but  lupus  of  the 
nose  occurred  six  years  after. 

Mackenzie  says:  When  the  laryngeal  malady  consti- 
tutes the  only  local  manifestation  of  the  disease,  a 
careful  investigation  of  the  history  and  general  condi- 
tion of  the  patient  must  be  made  before  arriving  at  a 
conclusion. 

Kubenstein  has  collected  fourteen  cases  of  primary 
lupus,  including  one  of  his  own,  up  to  1895.  These 
cases  are  reported  by  von  Ziemssen,  Haslund,  Ober- 
tuschen,  Orwin,  Martin,  Garre,  Langie,  Garel,  Moritz, 
Simonin,  Isambert,  von  Breda,  and  Beausoliel. 

Langie  says:  "  If  secondary  lupus  is  rare,  primary 
lupus  belongs  to  the  rarest  of  diseases." 

Hunt  says:  "  Lupus  may  originate  by  a  primary  de- 
posit in  the  mucous  membrane  without  any  external 
disease  whatever.  This  is  now  established  beyond  all 
doubt." 

Primary  lupus  occurs  in  the  young,  usually  about 
the  age  of  puberty,  more  often  in  the  female  than  in 
the  male,  and  may  have  as  predisposing  causes  poverty, 
bad  hygienic  conditions,  and  that  tendency  that  has 
been  termed  scrofulous. 

10 
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Kaposi  and  Vidal  doubt  the  tubercular  nature  of 
this  affection.  Besnier  and  Doyon,  the  French  transla- 
tors of  Kaposi,  say:  "  The  tuberculous  nature  of  lupus, 
which  the  author  continually  doubts,  is  to-day  so  fully 
demonstrated  that  it  is  no  longer  necessary  to  renew  a 
debate  on  the  subject." 

So  Kubenstein  states:  "  Tubercle  and  lupus  are 
identical  getiologically." 

Kafeman  begins  the  subject  in  a  very  recent  bro- 
chure, 1897,  thus:  "Before  we  consider  the  question 
of  lupus  of  the  upper  air-passages  we  must  lay  stress  on 
the  statement  that  it  is  due  solely  to  the  presence  of 
the  tubercle  bacillus,  which  was  first  found  by  Demme, 
and  after  him  by  many  others. 

"  We  can  not  answer  the  question  why  the  two  dis- 
eases should  present  such  different  characteristics,  al- 
though due  to  the  same  cause.  We  can  only  suggest 
that  it  is  due  to  important  differences  in  the  forms  of 
life  of  that  bacillus.  The  different  Ini'ms  are  not  acci- 
dental, but  they  are  necessarily  consequent  upon  the  un- 
known biological  characteristics  of  the  bacillus." 

Langie  says:  "  To-day  we  can  accept  lupus  as  a  form 
of  tuberculosis,  for  we  can  show  at  times  small  num- 
bers of  tubercle  bacilli,  and  these  small  numbers  are  ac- 
cepted a?  a  characteristic  feature  of  lupus."  He  quotes 
Marty's  rlefinition:  "  Lupus  of  the  larynx  is  a  form  of 
tubercle  of  the  larynx  with  few  bacilli." 

Many  sections  must  be  made  before  the  bacilli  can 
be  found,  Koch  finding  them  after  twenty-seven  sec- 
tions had  been  made  and  once  in  the  forty-eighth  sec- 
tion. The  persistent  nature  of  the  search  that  is  requi- 
site is  the  reason  why  it  has  not  been  found  by  some. 

Inoculations  prove  the  question.  Eighteen  white 
rabbits  so  inoculated  in  the  eye  became  tubercular. 

Neisser  says:  "  Lupus  is  always  tuberculosis  of  the 
skin,  but  tuberculosis  of  the  skin  has  other  forms  than 
that  of  lupus.  This  same  may  be  applied  to  the  larynx, 
for  lupus  of  the  larynx  is  always  tuberculosis  of  tbe 
larynx,  but  tuberculosis  of  the  larynx  has  other  forms 
than  lupus." 
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Lupus  of  the  larynx  attacks  the  epiglottis  by  prel- 
erence.  The  pathological  changes  noted  (Breda)  are: 
"The  epiglottis  is  thickened  and  irregular  at  its  free  bor- 
der, with  slightly  raised  pale  or  grayish-red  eminences. 
These  we  may  observe  to  become  white  at  their  apices, 
a  slough  forming,  which,  on  separating,  leaves  a  small 
ulcer  with  sloping  edges  and  grayish-yellow  base,  but 
without  any  surrounding  hypera^mia  or  infiltration  of 
Its  margin.  These  ulcers  are  slow  of  healing,  and  as 
one  cicatrizes  another  nodule  breaks  down  or  is  ab- 
sorbed without  ulcerating.  In  this  way  a  worm-eaten 
appearance  is  given  to  the  edge  of  the  epiglottis,  which 
is  very  characteristic  of  the  disease.  As  the  process 
goes  on,  the  epiglottis  becomes  paler,  till  it  comes  to  have 
a  dead-white  color  and  to  the  probe  is  stilf,  fibrous,  and 
resistant.  Stenosis  of  the  larynx  only  rarely  results 
from  lupus  and  may  be  due  to  blocking  of  the  larynx 
by  lu})oid  tissue,  to  fixation  of  the  vocal  cords,  or  con- 
tractions resulting  from  cicatrization.  It  is  remarkable 
how  seldom  tracheotomy  is  required  in  lupus."  Brond- 
geest  has  reached  the  same  conclusions  in  a  recent  arti- 
cle, having  observed  the  progress  of  a  case  of  secondary 
lupus  of  the  larynx  ah  initio.  Chiari  and  Riehl  lay 
particular  stress  on  the  statement  that  the  nodules  oi 
the  mucous  membrane  are  the  primary  appearance  and 
the  infiltration  of  the  mucous  membrane  second,  and  not 
vice  versa. 

Regarding  its  analogy  to  affections  of  the  skin, 
Rubenstein  says:  "  The  analogy  may  not  be  denied,  and 
we  find  it  in  lupus  exfoliativus  and  lupus  exulcerans. 
The  primary  papillary  excrescences,  which  gradually  ex- 
foliate and  become  diminutive,  represent  the  exfoliative 
form,  while  the  larger  infiltrations  with  ulcerations  and 
cicatrices  resemble  the  exulcerative  form." 

"  The  early  forms  of  lupus  are  easy  to  diagnosti- 
cate," says  Rubenstein,  "  the  later  ones  more  difficult, 
because  in  the  latter  the  hypertrophy,  ulceration,  and 
cicatrization  resemble  other  diseased  states." 

Primary  lupus  produces  no  symptoms  for  a  long 
time;  often  occasions  no  inconvenience,  no  fever;  only 
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after  a  time,  and  frequently  after  a  long  time,  the  voice 
becomes  husky,  and  sometimes  dyspncea  may  occur,  and 
these  bring  the  patients  under  observation.  Hence 
Marty  truthfully  said  that  lupus  of  the  larynx  must 
often  be  divined. 

The  glands  may  or  may  not  be  involved.  Clinically 
speaking,  the  primary  disease  resembles  the  secondary 
in  appearance.  There  are  four  processes  to  this  affec- 
tion: The  mucous  membrane  is  pale,  it  is  oedematous, 
there  is  ulceration,  and  cicatrices  form.  These  may  all 
be  present  at  the  same  time. 

The  course  of  the  disease  is  chronic,  without  fever; 
a  cure  may  be  spontaneous,  and  often  the  disease  re- 
appears in  the  scar.  The  course  of  the  disease  may  be 
rapid.  Death  ensues  from  complications,  rarely  from 
<Edema  of  the  glottis. 

Lupus  of  the  larynx  must  be  differentiated  from 
tuberculosis,  syphilis,  carcinoma,  and  leprosy. 

Both  Lefferts  and  Garre  found  the  greatest  resem- 
blance between  lupus  and  tuberculosis,  while  Chiari  and 
Riehl,  Rubenstein,  Kafeman,  and  others  find  the  great- 
est resemblance  between  syphilis  and  lupus,  more  espe- 
cially in  the  nodular  syphilide.  The  differential  diag- 
nosis between  tuberculosis  and  lupus  is  here  presented. 


In  tuberculosis 
(clinically). 

Husky. 

Present,  often  severe. 

Always. 

Profuse. 

In  quantities. 

In  lupus 
(clinically). 

Voice 

Not  affected. 

Pain 

None. 
None. 

Expectoration 

None. 

Bacilli      

Very  few. 

Hyperaemia . 
Oedema  .  . .  . 


Ulcers . 


In  tuberculosis 
(lary  ngoscopically) . 


Intense.  Slight. 

Great  and  soft.  Present. 

Enlarge  rapidly.  Enlarge  slowly. 

Not  sharply  defined,  i  Sharply  defined. 
Never  cicatrize.  Cicatrize. 


In  lupup  (laryn- 
goscopically). 


In  syphilis  the  localization  may  be  the  same  and 
there  may  be  no  pain,  although  it  is  present  in  most 
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instances.  Tlic  ulcers  are  deeper,  rounded,  and  have 
raised  edges;  there  are  cicatrices  and  often  adiiesions, 
the  latter  not  occurring  in  lupus.  The  course  is  more 
rapid;  the  disease  may  be  found  in  some  other  part  oi" 
the  body  or  the  history  elucidate  the  fact. 

Lupus  does  not  attack  the  osseous  tissue  as  does 
syphilis,  and  finally  the  treatment  may  help  to  differ- 
entiate, lupus  being  apt  to  become  worse  under  mer- 
cury and  the  iodides. 

Carcinoma,  either  epithelial  or  medullary,  is  charac- 
terized by  exuberant  growth,  is  usually  one-sided,  and 
there  is  great  pain  of  a  radiating  character.  There  are 
often  liEemorrhage  and  dysphagia.  Cachexia  is  not  so 
prominent  in  carcinoma  of  the  larynx.  Age  is  of  value 
in  the  differentiation. 

Lepra  does  not  occur  spontaneously  in  this  coun- 
try. 

Inoculation  tests  may  become  necessary  to  differ- 
entiate. 

Lupus  may  have  as  complications  pulmonary  tu- 
berculosis, perichondritis,  oedema  glottidis,  catarrh  of 
the  mucous  membrane  of  the  larynx,  and  tubercular 
meningitis. 

The  prognosis  is  good  so  far  as  temporary  recovery 
is  concerned,  and  because  surgical  procedures  may  be 
instituted  for  the  extirpation  of  the  diseased  mass  re- 
sulting in  a  cessation  of  activity  or  a  complete  cure.  It 
must  always  be  borne  in  mind  that  the  patient  is  threat- 
ened with  pulmonary  or  miliary  tuberculosis. 

Treatment. — Local  applications  of  lactic  acid,  nitrate 
of  silver,  chloride  of  zinc,  iodine,  menthol,  and  the  gal- 
vano-cautery.  Creosote,  cod-liver  oil,  and  iodine  in- 
ternally. Surgical  procedures  have  been  successful. 
Langie's  patient  was  operated  upon,  the  entire  larynx 
being  removed,  before  the  diagnosis  of  lupus  was  made. 
He  questions  whether  his  patient  profited  by  this  com- 
plete extirpation,  in  that  the  recurrence  is  avoided,  and 
advises  median  incision,  extirpation  of  the  diseased 
parts,  and  galvano-cautery. 

Carre's  patient  was  operated  upon.     After  tracheoto- 
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my  and  the  introduction  of  a  Trendelenburg  cannula, 
subhyoid  pharyngotomy  was  performed.  The  epiglottis 
was  extirpated  and  the  diseased  aryepiglottic  folds  re- 
moved with  the  Wrisberg's  cartilages.  The  patient 
learned  to  swallow  food  well,  and  was  discharged  cured. 

The  most  important  question  in  the  cases  here  pre- 
sented is  that  of  diagnosis. 

In  the  first  case  here  reported  the  entire  absence 
of  a  single  symptom  of  throat  affection  and  hence  its 
accidental  discovery;  the  clinical  picture  of  a  gnawed 
or  worm-eaten  epiglottis,  with  nodules  in  the  ulcer;  the 
absence  of  tubercle  bacilli  in  large  numbers  without 
fever  or  cough — all  of  which  would  assuredly  have  been 
present  in  tuberculosis — and  finally  the  absence  of  every 
single  evidence  of  syphilis,  led  to  the  diagnosis  of  pri- 
mary lupus. 

This  conclusion  has  been  borne  out  by  the  subse- 
quent cicatrization,  by  the  formation  of  a  nodule  in 
tlie  cicatrix,  and  by  the  cessation  of  all  activity  of  the 
destructive  process. 

The  second  case  has  been  extensively  quoted.  It 
is  mentioned  in  Lenox  Browne's  Diseases  of  the  Nose 
and  Throat.  Garre  speaks  of  it,  as  do  several  other 
writers. 

At  the  time  of  its  original  presentation  to  this  asso- 
ciation the  diagnosis  was  doubted  by  Lefferts,  who  de- 
clared it  to  be  due  to  syphilis. 

Careful  observation  for  sixteen  years  fails  to  show 
any  evidence  of  syphilis  in  herself  or  her  progeny.  She 
has  been  absolutely  free  from  any  affection  of  bone, 
skin,  eyes,  or  scalp,  presenting  no  manifestations  what- 
ever of  syphilis. 

It  will  be  remembered  that  in  spite  of  the  fact  that 
extensive  cicatricial  bands  are  present  on  the  posterior 
pharyngeal  wall,  showing  that  an  active  ulcerative  pro- 
cess once  existed,  there  are  no  bands  of  adhesions  reach- 
ing over  to  and  involving  the  adjacent  parts.  Had  this 
condition  been  syphilitic  there  would  have  been  more  or 
less  complete  adhesion  resulting  between  the  soft  palate 
and  the  posterior  pharyngeal  wall. 
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The  appearance  of  a  large  nodule  directly  on  the 
site  of  the  old  cicatrix  absolutely  excludes  syphilis. 
With  the  development  of  tuberculosis  and  the  late  erup- 
tion on  the  face,  it  seems,  further,  that  the  original 
diagnosis  of  lupus  has  been  amply  verified. 

From  the  observation  of  these  cases  and  a  resume 
of  the  very  exhaustive  literature  on  this  subject  we 
may  conclude: 

1.  That  primary  lupus  of  the  larynx  does  exist. 

2.  That  it  is  a  painless  affection  and  may  go  on  for 
years  unnoticed. 

3.  That  tubercle  bacilli  are  present  in  small  num- 
bers, although  difficult  to  find. 

4.  That  its  similarity  to  syphilis  in  appearance  is 
greater  than  to  that  of  tuberculosis. 

5.  That  the  absence  of  adhesive  bands  is  character- 
istic of  lupus,  while  they  are  always  present  in  late 
syphilis. 

6.  That  the  prognosis  as  to  life  is  reasonably  good. 

NoTK. — There  has  been  no  further  development  of  the  laryngeal 
disease  in  Case  I,  and  the  patient  has  remained  free  from  any  symp- 
toms of  disease  for  an  entire  year.  In  October,  1897,  a  cough  super- 
vened, and  an  exan)ination  revealed  consolidation  at  both  apices ; 
tubercle  bacilli  in  abundance  were  found.  This  occurrence  amply  veri- 
fies the  original  diagnosis  of  primary  lupus. 

Case  II. — This  patient  died  of  tuberculosis  in  October,  ISOT. 
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Discussion. 

Dr.  Swain:  I  recall  a  case  that  I  had  under  ob- 
servation some  years  ago,  of  healed  lupus  of  the  larynx, 
being  of  interest  in  that  its  existence  had  not  been 
known  until  discerned  by  tuberculin.  It  was  at  the  time 
when  Koch's  lymph  first  made  its  appearance  and  at- 
tracted so  much  attention.  There  were  a  number  of 
persons  who  applied  for  treatment:  among  others,  a 
young  woman  who  had  had  lupus  for  nine  years,  with  ul- 
ceration of  one  wing  of  the  nose  and  some  infiltration 
extending  on  to  the  cheek,  where  there  were  also  some 
scars.  There  were  striated  cicatrices  in  the  hard  palate, 
but  there  were  absolutely  no  adhesions  of  the  soft  pal- 
ate to  the  pharynx.  There  was  also  a  large  scar  on 
the  left  side  of  the  tongue  at  its  base,  extending  down 
and  involving  the  epiglottis,  the  latter  having  been 
nearly  half  destroyed.  The  arytsenoids  and  vocal  bands 
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were  not  involved.  Left  false  cord  showed,  however,  a 
long  scar.  The  patient  had  a  very  good  contralto  voice. 
It  was  strange  that  this,  in  its  acute  stage,  could  have 
existed  without  symptoms,  except,  perhaps,  for  a  short 
period.  The  testimony  of  herself  and  her  motlier  was 
to  the  effect  that  she  never  had  any  prolonged  sore 
throat  in  her  life,  unless  when  a  child.  The  diagnosis 
of  lupus  of  the  face  was  made  by  Dr.  Fox,  of  New  York, 
after  microscopical  examination.  This  view  was  after- 
ward borne  out  by  the  use  of  tuberculin.  The  first 
effect  noticed  was  that  the  infiltration  became  more 
voluminous  and  all  the  lesions  in  the  face  turned  to  a 
bright-red  color.  During  the  period  of  reaction  from  the 
injection  the  scar  tissue  in  the  throat  reacted,  taking  on 
a  very  bright-red  hue.  After  one  injection  hemorrhagic 
spots  appeared  on  the  epiglottis.  The  treatment  had 
absolutely  no  effect  upon  the  progress  of  the  lupus. 
Since  that  time  the  patient  has  been  treated  by  Dr. 
Fox  with  the  hot  iron.  The  reaction  which  I  just  re- 
ferred to  after  using  tuberculin  passed  off  in  a  few 
hours,  and  brands  the  old  scars  as  unquestionably  tu- 
bercular in  origin. 

Dr.  Hubbard:  The  differential  diagnosis  between 
lupus  and  tuberculosis  of  the  epiglottis  is  possible  only 
where  there  is  a  considerable  period  for  observation. 
In  fact,  the  rapidity  of  progress  of  the  destructive  pro- 
cess may  in  some  cases  be  said  to  determine  the  diag- 
nosis. 

I  have  recently  reported  a  case  in  which  the  epi- 
glottis had  been  destroyed.  There  was  little  or  no 
cicatricial  tissue  formation.  The  appearance  would  have 
suggested  lupus,  but  the  history  of  prolonged  exposure 
to  tuberculous  infection  and  the  general  condition  of 
the  patient  determined  me  to  call  it  tuberculosis,  and, 
although  there  were  no  indications  of  pulmonary  in- 
volvement, yet  I  think  that  it  will  develop. 

Dr.  Wright:  We  can  not  draw  any  more  hard-and- 
fast  line  between  tuberculosis  and  lupus  of  the  larynx 
clinically  than  we  can  microscopically.  While  I  am 
familiar  with  cases  which  present  the  characteristic  ap- 
pearances of  lupus  and  of  tuberculosis,  as  described  in 
the  books,  I  also  recall  a  larger  number  of  cases  which 
were  on  the  border  line,  with  very  little  deposit  in  the 
lungs.  So  that  one  is  often  at  a  loss  to  say  positively 
whether  a  given  case  is  tuberculosis  or  lupus.  I  was 
very  much  struck  by  the  appearance  of  the  larynx  in  a 
recent  case  of  a  young  girl,  eighteen  years  old,  who 
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came  into  my  clinic.  She  had  a  sore  throat  without 
any  cough.  Two  years  before  she  had  begun  to  get  a 
little  hoarse.  This  had  steadily  increased.  There  had 
been  no  loss  of  weight.  For  a  few  months  she  had 
noticed  dyspnoea  upon  slight  exertion.  She  had  no  his- 
tory of  syphilis.  I  could  get  no  family  history,  as  she 
did  not  know  anything  about  her  parents;  she  was  an 
inmate  of  an  orphan  asylum.  The  examination  of  her 
throat  showed  very  great  infiltration  of  the  larynx,  and 
the  mucous  surface  had  a  dusty  look.  Those  who  have 
seen  much  of  lupus  will  remember  the  dusty  granular 
appearance  of  the  surface  as  distinguished  from  the 
smooth  surface  of  tuberculous  infiltration.  This  infil- 
trated mucous  membrane  with  the  dusty  look  stretched 
across  the  laryngeal  image,  involving  two  thirds  of  the 
laryngeal  aperture.  There  seemed  some  danger  of  suf- 
focation. There  was  slight  infiltration  of  the  lung  at 
the  left  apex.  I  was  inclined  to  look  upon  the  case  as 
one  of  lupus,  but  as  we  did  not  think  of  making  a  diag- 
nosis of  lupus  without  bearing  in  mind  the  possibility 
of  its  being  syphilis,  I  sent  her  into  the  hospital  and 
put  her  upon  large  doses  of  iodide.  When  she  first  en- 
tered the  hospital  the  sputum  was  not  examined.  To 
my  surprise,  under  the  iodides  the  larynx  cleared  up, 
and  I  said  to  myself.  Here  is  the  old  story  of  unsus- 
pected syphilis.  Although  the  tumor  had  disappeared, 
her  sputum,  when  examined,  was  found  to  contain  tu- 
bercle bacilli.  A  slight  cough  is  now  present,  and  the 
course  of  the  disease  in  the  lungs  is  progressing  in  the 
ordinary  way  of  phthisis.  When  the  patient  first  came 
under  observation  all  the  appearances  were  those  of 
laryngeal  lupus.  It  might  be  said  that  this  is  a  case  of 
mixed  infection,  but  I  am  not  much  in  favor  of  mixed 
infection.  The  line  of  demarcation  between  tubercu- 
losis and  lupus  can  not  be  drawn  with  any  great  accu- 
racy. I  have  seen  one  case  of  primary  lupus  of  the  soft 
palate  in  which  the  treatment  by  tuberculin  was  used 
seven  years  ago,  and  he  is  now  practically  in  the  same 
condition  that  he  was  at  the  time  when  the  case  was 
reported. 

Dr.  Mayer:  I  regret  that  Dr.  Simpson  was  unable 
to  remain  for  this  discussion,  as  he  had  the  opportunity 
of  examining  both  the  cases  here  reported,  and  I  would 
have  been  glad  to  hear  the  expression  of  his  opinion 
upon  them.  With  regard  to  the  case  reported  by  Dr. 
Swain,  I  would  ask  if  the  eruption  in  the  throat  was 
recent  or  of  long  standing? 
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Dr  Swvin:  The  lupus  of  the  nose  had  existed  for 
nine  years,  and  there  is  no  precise  date  of  any  sore 
tliroat,  certainly  nothing  more  than  any  child  might 

^^^Dr  Mayer:  The  facts  brought  out  by  Dr.  Swain  in 
his  case  show  how  severe  destruction  may  exist  m  this 
affection  and  no  symptoms  present  themselves  and 
how,  stated  in  my  paper,  the  discovery  of  lupus  of  the 
throat  is  nearly  always  accidental,  hence  the  greater 
need  for  laryngoscopic  examination. 

As  to  the  question  of  calling  all  these  cases  of  liipus 
merely  tuberculous,  there  is  this  to  be  said  against  it: 
As  we  understand  these  manifestations  we  must  agree 
that  a  patient  presenting  such  destruction  fs  liere  de- 
uicted  would,  within  six  months  or  a  year  at  the  latest, 
have  been  gathered  to  his  fathers,  if  it  were  true  tuber- 
culosis. Lupus  patients  live  on  for  many  years;  hence, 
if  it  were  onlv  because  of  the  prognosis,  the  distinction 
must  be  maintained.  In  this  contention  I  am  sustained 
by  such  eminent  authorities  as  von  Ziemssen,  von 
Breda,  Eubinstein,  and  many  others.  There  are  too 
distinct  clinical  differences  between  the  two. 

I  should,  perhaps,  modify  a  statement  m  my  paper 
which  declared  that  tuberculosis  never  cicatrizes  it 
should  be  made  to  read  that  tuberculosis  never  cicatrizes 
of  itself,  but  may  do  so  after  operative  procedures. 

A  remarkable  feature  of  the  first  case  presented  is, 
that  with  such  extensive  lesion  in  the  laryn.x  the  voice 
remains  unimpaired;  his  voice  is  as  clear  as  that  ot  any 

body  in  this  room.  i  ..    i       ui 

As  regards  the  second  case,  it  is  unusual  to  be  able 
to  report  on  a  case  which  has  been  under  observation  for 
sixteen  years,  and  to  present  the  history  before  the  same 
association  to  which  it  was  first  presented. 

Paper. 

SARCOMA    OF   THE   NASAL    PASSAGES. 

By  JAMES   E.   II.    NICHOLS,   M.  D. 

Case  I.— W.  H.  S.,  aged  thirty-nine  years,  by  occu- 
pation a  barber,  presented  himself  October  7,  1893. 
Family  history  good;  no  hereditary  disease,  but  mother 
died  of  ovarian  tumor.  Had  inflammatory  rheumatism 
at  the  age  of  eleven;  no  illness  since  then  until  one  year 
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ago,  when  he  first  noticed  some  obstruction  in  the  right 
nostril,  accompanied  by  some  pain  in  the  right  orbit. 
Two  months  ago  a  small  spur  was  removed  from  right 
side  of  nasal  septum.  Since  then  there  has  been  much 
progressive  loss  of  flesh  and  strength,  with  greatly  in- 
creased pain  in  the  orbit  and  with  supraorbital  and 
occipital  headache.  Pain  in  the  nose  is  not  increased. 
At  the  time  the  spur  was  removed  he  noticed  some  bulg- 
ing of  the  right  eye,  but  has  had  no  difficulty  of  vision. 
Patient  denies  syphilis,  and  shows  no  evidences  of  hav- 
ing had  it. 

Examination  of  Nose. — Right  naris  clear,  but  about 
opposite  the  end  of  the  middle  turbinated  body  a  red- 
dish growth  is  seen,  hard  in  character,  pressed  against 
the  sgeptum  and  the  turbinate  and  preventing  the  in- 
troduction of  a  probe.  It  does  not  bleed  very  readily, 
is  quite  dense,  and  fills  the  entire  cavity  except  the  ves- 
tibule. Turbinate  anterior  normal.  On  the  left  side 
the  sseptum  is  deviated  to  the  left,  with  an  exostosis  low 
down.  Turbinates  boggy  and  pale.  Lower  meatus 
filled  with  apparent  occlusion  by  posterior  growth. 
Middle  meatus  occluded  with  a  growth  similar  to  that 
of  right  nares. 

Inspection  of  nasopharynx  reveals  the  presence  of  a 
tumor,  dense,  smooth,  red,  and  firm,  filling  the  entire 
left  choana  and  most  of  the  right.  The  base  is  broad 
and  attached  to  the  vault  and  sphenoid  body.  No  pedi- 
cle. Not  friable,  but  somewhat  painful.  Patient  com- 
plains of  vertigo.  Pain  is  especially  great  in  the  phar- 
yngeal region  and  in  the  frontal  region  on  blowing  the 
nose.  It  is  not  lancinating,  but  rather  a  dull  ache. 
Has  occasional  epistaxis  from  the  right  side,  and  has 
twice  a  day  a  discharge  of  pus  from  the  right  side,  after 
which  he  feels  relieved.  Has  anosmia.  Complains  es- 
pecially of  pain  in  the  occiput  on  gagging  anci  on  mov- 
ing the  head  backward  and  forward. 

A  letter  received  from  his  physician  is  as  follows: 

"  In  regard  to  W.  H.  S.,  he  came  here  January  22, 
1893,  complaining  of  what  appeared  to  be  polypi,  also 
of  pain  at  times  about  the  ears,  which  was  relieved  by 
irrigating  with  warm  water,  cocaine  eight  per  cent.,  and 
blisters  to  the  mastoid.  About  June  began  to  complain 
of  pain  in  and  about  right  eye.  Vision  wasy^^.  Disc 
ill  defined  and  red.  Veins  enlarged  in  both.  (Prescrip- 
tion; Hydrarg.  chlor.  corrosiv.,  gr.  ^V  t-  i-  ^■)  With  62, 
C.  D.,  180°,  could  read  No.  1  Jager.  Since  then  pain 
has  been  constant.     Eight  eye  more  prominent,  and  it 
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seems  as  if  right  antrum  was  involved,  as  there  was 
comjjlete  stenosis  of  the  nostril.  On  June  4th  1  scraped 
off  lower  portion  of  polyp  and  broke  off  a  small  piece 
of  lower  turbinated  bone,  with  some  slight  relief  tor  a 
time.  Every  appearance  of  occlusion  of  the  right  nos- 
tril, etc.  I  think  it  no  common  case.  Suspect  sarcoma. 
Have  been  using  cleanliness  and  antiseptics." 

August  Jfth.  —  Attempted  to  remove  portion  of 
growth  by  cold-wire  loop,  but  failed  to  catch  any. 

lOlli. — Electrolysis  with  copper  needle  in  right 
growth;  twenty  milliamperes  for  two  minutes,  positive 
to  needle,  negative  to  sponge  on  back  of  neck.  Thinks 
he  has  less  pain  and  that  the  eye  is  better. 

21st. — Same  treatment  continued.  Much  less  pain 
and  bulging  of  eye.  General  condition  much  improved. 
Growth  smaller,  and  that  portion  in  the  right  nostril 
more  tense.  The  needle  penetrates  left  portion  with 
much  difficulty;  it  seems  to  be  very  fibrous. 

23d. — To-day  a  portion  of  the  middle  tumor  re- 
moved with  scissors  for  examination.  Slight  hajmor- 
rhage. 

25t}i. — Has  had  some  pain  since  in  occiput.  Exoph- 
thalmia  much  less  marked. 

27tli. — Examination  shows  growth  to  be  sarcoma, 
round-  and  giant-celled. 

;^cS7/t. — Growth  removed.  First  attempt  by  galvano- 
cautery  snare,  one  end  of  wire  being  brought  forward 
through  either  nostril  by  means  of  Bellocq's  sound; 
ends  then  drawn  through  long  cannulae,  one  in  either 
side,  the  object  being  to  embrace  as  much  of  the  growth 
in  the  nostril  as  possible  at  the  same  time  that  the  fin- 
gers in  the  nasopharynx  pushed  up  the  loop  posteriorly. 
The  loop  was  engaged  and  the  current  turned  on.  After 
burning  through  partially,  the  loop  broke  and  the  can- 
nula came  out.  No  haemorrhage,  and  no  ]mrt  of  the 
tumor  removed.  Then  Seller's  gouge  chisel  was  intro- 
duced through  the  left  nostril  flatwise  to  sa^ptum,  and 
when  the  anterior  edge  of  the  tumor  was  reached  the 
chisel  was  turned  and  pushed  hard  into  the  tumor  at 
the  junction  of  the  nares  and  the  nasopharynx.  The 
chisel  was  resisted  at  first,  but  a  little  pressure  forced 
it  into  a  cavity.  There  was  a  discharge  of  colloid  mat- 
ter. The  chisel  was  then  worked  around  until  a  con- 
siderable portion  of  the  anterior  wall  of  the  tumor  was 
broken  down.  Same  on  right  side.  A  large-sized  ade- 
noid forceps  was  then  introduced  into  the  nasopharynx, 
and  as  much  of  the  tumor  as  could  be  grasped  was 
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evulsed.  Haemorrhage  was  slight.  The  eviilsed  portion 
consisted  of  the  anterior  wall  of  the  sphenoidal  cell 
from  the  body  of  the  sphenoid,  mucous  membrane  hy- 
pertrophied  and  thickened,  and  a  fungous  mass  from  the 
cavity.  The  entire  bony  wall  of  the  cayity  was  carious 
and  the  cavity  filled  with  fungoid  mass.  It  was  thor- 
oughly scraped  out  with  sharp  spoon  postnasally  and 
through  the  anterior  nares,  the  cavity  washed  out  with 
bichloride  solution  (1  to  5,000),  and  packed  with  iodo- 
form gauze. 

31st. — Slight  rise  of  temperature  last  night.  To- 
day very  comfortable.  Pharynx  sore  and  with  abrasions 
of  mucous  membrane.  Breathes  easily  through  the 
nose.    No  pain  in  occiput. 

September  12th. — Patient  has  been  irrigated  with 
boric-acid  solution  twice  daily,  and  gradually  the  nares 
have  opened;  he  can  now  breathe  through  both  nostrils. 
The  slight  uvular  lesion  from  instrumentation  has 
healed.  Only  one  slight  piece  has  sloughed  away.  Ex- 
amination of  the  right  middle  turbinate  shows  it  pale, 
enlarged,  and  pushed  forward  against  the  sseptum. 
Behind  and  below  the  pale  turbinate  another  mass 
pushes  forward  and  against  the  saeptum.  This  mass 
bleeds  easily.  On  the  left,  the  middle  turbinate  fills 
all  of  the  lower  meatus  posteriorly.  Behind,  from  the 
superior  posterior  pharynx,  two  small  club-end  projec- 
tions push  forward,  but  do  not  reach  the  saeptum. 

16th. — Patient  discharged  from  the  hospital  very 
much  improved,  but  obliged  to  leave  for  business  rea- 
sons. 

October  27th. — Patient  returned  to  the  hospital  very 
much  improved  in  general  health;  has  gained  eighteen 
pounds  in  the  interval;  good  color  and  strength.  Has 
some  nasal  bleeding  from  the  right;  none  from  the  left; 
no  pain  whatever;  discharge  slight.  The  right  eye  has 
retreated  very  much.  Eeports  seeing  better.  Vision: 
O    D    ^^--  OS     2  0 

Ophthalmoscopic  Examination. — One  half  of  disc 
somewhat  swollen.  Edges  hazy  and  indistinct.  Neu- 
ritis has  subsided  very  markedly  since  last  examina- 
tion. 

Nasal  E.ramination  sliows  growth  in  right  nostril 
cavity  about  the  same  size  as  before  the  previous  oper- 
ation, but  much  less  angry-looking,  which  pushes  the 
middle  turbinated  forward.  Probe  can  easily  be  passed 
between  it  and  the  septum.  The  left  chamber  is  pretty 
well  closed,  although  by  less  dense  tissue  than  formerlv. 
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No  angry  "  prolongations  anteriorly.  ^  ^f  t^riorly  not 
seen  lY  niirror.  AH  the  fungoid  growth  tound  to  be 
the  eenti^  of  the  vault  and  less  dense-rather  a  smoot 
surface  The  growth  in  the  right  choana  is  small.  Can 
fee  e'lges  of  the  necrosed  bone  from  the  former  ope  a- 
leei  ^^'f^°  "  ,  ,  ^terv^oid  process  of  the  sphenoid. 
'  ^;t^Mt^l^^^>  m^^-atmg  that  a  portion 
of"  h^omer  hZd  been  destroyed.  In  the  le^t^  choana 
a  mass  rather  smaller  than   formerly   hlls   the  upper 

^°^^S^-day,  after  the  admmMration  of  one 
fourth   of   a   grain   of   morphine   hypodermical  y,    the 
IXnt  was  etherized,  the  cavities  were  thoroughly  irri- 
S.:    d  tirbfroride'(l  to  3,000),  and  the  nose  was  si)l.t 
fn  the  riedian  line  down  to  the  tip;  the  incision  was  car- 
ried intitl^  cavity  to  the  right  of  the  sa^ptum  and  be- 
tween the  cartilages,  the  aU^  being  drawn  away;  then 
wXtl^Seiler  chisel  the  right  nasal  bone  ..sseparaed 
from  its  fellow,  then  broken  from  its  maxilUuy  atiach 
ment  w^th  ISlams's  forceps,  and  held  back  on  its  perios- 
teal and  cutaneous  Haps.  Bleeding  ^^^^  ^^°  f  ^^  f ^^^^^^^^^^^^^ 
cei^s     The  posterior  nares  were  tamponed  with  .-ponnj^- 
S  mass  in^he  right  chamber  was  then  broken  into  by  a 
gouge   chisel   and   large   portions   removed      A    aig 
fharn  Volkmann  spoon  was  then  introduced  with  the 
finJer  in  the   posterior  nares,   and  vigorous  curetting 
bro'u'ht  away  large  masses  of  friable  tissue.     The  et  i- 
Sl  eel  s  were  broken  into  and  found  invaded  by  the 
Tow  h     The  cells  were  curetted  as  thoroughly  as  i)os- 
fSe     The  same  procedure  was  done  on  the  left  side 
wTth  profuse  hemorrhage.    The  sphenoidal  smuses  were 
Ilso  curetted  until  the  roof  of  the  sinuses  was  plainly 
?   ?     in  al   a  mass  considerably  larger  than  an  egg  wa 
removed     The  parts  were  then  irrigated  with  bichloride 
«r,^  ^roxide  of  hydrogen,  the  nasal  bone  replaced   and 
the  iEion  dose/  by  luk  sutures.    An  iodoform  dress- 

inff  was  applied.  .  ,  , 

October  28th.— Tossed  a  comfortable  night. 

November  3d.-Y2.Tis  kept  clean  by  irrigation  of  hy- 

dro«roxide  and  boric  acid.    He  complained  of  pam 

[n  fhe  rUt  side  and  occiput.    Nose  healed  by  firs     n- 

teniion      Can  breathe  and  blow  through  both  nostrils. 

Ha     some  bad  odor  and   foul   discharge.     Inspection 

shows  sTptum  margin  on  the  right  side  considerably 

orn  and  swollen;  turbinated  bodies  not  injured.     Ihe 

traumatism  oth;  palate  has  subsided.    Posterior  nasal 

exam'Sn  shows'  large  cavity  with  coagulated  blood 
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and  shreds  of  tissue  and  complete  occlusion.  Complains 
of  considerable  pain.  Shows  no  evidence  of  acute  otitis. 
Ordered  arsenious  acid,  a  thirtieth  of  a  grain,  three 
times  a  day. 

6tli. — Stitches  removed  to-day.  Healing  perfect. 
Slight  swelling  over  the  nasal  bones,  but  no  pain. 

Sth. — Traumatic  tumefaction  has  subsided.  Breathes 
freely  on  the  right  side,  less  so  on  the  left.  Snare  used 
on  the  left  growth. 

19tli. — Patient  sent  home  to-day.  General  health 
much  improved.  Exophthalmia  has  subsided.  Breathes 
freely  on  right  side.  No  return  of  the  growth  in  sphe- 
noidal region,  and  the  nasal  growth  is  less  vascular. 
Ordered  injections  of  methyl  blue,  ten  per  cent.,  in  al- 
cohol, ten  minims  every  other  day;  tablets  of  iron,  ar- 
senic, and  strychnine. 

May,  189%. — Keturned  to  hospital  with  large  recur- 
rence of  the  growth,  especially  on  the  right  side.  The 
eyeball  protrudes  very  much.  Complains  of  soreness 
in  the  roof  of  the  mouth,  where  there  is  a  large  swell- 
ing visible.  The  right  nostril  is  totally  occluded,  and 
left  almost  entirely  so,  about  the  centre  of  the  passage. 

Operation. — Patient  was  etherized  and  Dieffenbach's 
incision  was  made,  exposing  the  right  superior  maxilla. 
The  anterior  surface  was  found  carious  and  a  large  mass 
projected  through  the  opening.  The  bone  was  separated 
from  its  fellow  and  also  from  its  posterior  attachments 
and  broken  downward  with  a  large  bone  forceps. 
The  entire  cavity  of  the  bone  was  necrosed,  the  orbital 
surface  being  entirely  gone.  The  tumor  extended  into 
the  orbit.  The  eye  was  removed,  and  the  tumor  found 
to  extend  through  the  superior  orbital  plate.  Hemor- 
rhage was  slight,  considering  the  severity  of  the  opera- 
tion. All  accessible  portions  of  the  mass  were  curetted 
away,  exposing  the  dura  through  the  upper  orbital 
plate,  and  the  parts  were  thoroughly  cleared.  They  were 
irrigated  and  the  wound  packed  tightly  with  iodoform 
gauze.  The  patient  made  a  rapid  recovery  and  gained 
in  strength;  and  in  three  weeks  returned  to  his  home 
and  continued  his  business. 

January  16,  1895. — Patient  has  been  fairly  well 
since  the  last  operation  up  to  within  six  weeks,  when 
the  growth  began  to  take  on  a  rapid  increase.  Exam- 
ination shows  the  cavity  of  the  excised  maxilla  filled 
with  a  recurrence.  The  cheek  is  bulged  out,  the  orbital 
cavity  filled,  and  the  process  extends  into  the  external 
Auditory  canal  and  behind  the  angle  of  the  jaw.     Pa- 
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tient  has  been  kept  under  the  infhienee  of  morphine  on 
account  of  the  extreme  pain.  He  was  put  on  the  use  of 
Coley's  toxines  of  erysipelas  and  Bacillus  prodigiosus, 
one  minim  hypodermically  daily.  Further  operation  was 
refused  on  account  of  the  extreme  virulence  of  the 
growth  and  its  extensive  ramifications.  No  reaction  re- 
sulted from  the  antitoxines.  They  were  carried  up  to 
seven  minims  without  obtaining  the  expected  reaction. 

Slst. — A  new  solution  of  antitoxine  was  obtained, 
and  two  minims  were  injected  into  the  mass  in  the  roof 
of  the  mouth,  followed  by  severe  reaction  twenty  min- 
utes later — nausea,  vomiting,  pain  in  the  head,  chill, 
and  a  temperature  of  103.2°. 

February  1st. — Temperature  and  pulse  normal.  Pa- 
tient rather  weak.  Mass  in  the  mouth  looks  smaller 
and  more  contracted. 

2d. — Antitoxine  repeated,  followed  by  nausea  and 
vomiting  and  severe  pain  in  the  head.  No  rise  of  tem- 
perature. 

3d. — Patient's  courage  gave  out,  and  he  left  the  hos- 
pital without  the  surgeon's  consent. 

The  subsequent  history  of  this  case  is  as  follows: 
After  the  patient's  return  home  there  was  a  gradual 
increase  of  the  growth  until  the  entire  pharynx  was 
filled  with  a  mass  as  far  down  as  the  level  of  the  epi- 
glottis, which  pressed  on  the  larynx  and  very  much  hin- 
dered his  respiration  and  deglutition.  The  mass  extend- 
ed outward  far  beyond  the  angle  of  the  jaw,  making  a 
large  protuberance  on  the  side  of  the  neck,  and  pro- 
longations extended  up  into  the  zygoma  fossa;  a  cauli- 
flower mass  projected  from  the  orbit,  and  the  man  pre- 
sented a  terrible  appearance.  Death  occurred  about 
four  months  after  he  left  the  hospital,  from  asphyxia. 
No  autopsy  was  obtained. 

This  case  justified  operative  interference,  which  en- 
abled the  patient  to  pursue  his  vocation  and  support 
his  family  for  many  months,  which  he  would  have  been 
unable  to  do  without  it.  The  prognosis  was  bad  from 
the  start,  but  the  patient  showed  remarkable  recupera- 
tive power  and  courage  until  the  action  of  the  toxines. 
It  can  not  be  said  that  the  toxines  had  any  efl'ect  upon 
the  growth.  It  is  probable  that  they  were  employed 
too  late  in  the  disease. 

Case  II. — N.  C,  aged  twenty-seven  years.     Came 
to  the  hospital  November  20,  1895.     About  one  year 
11 
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ago  had  a  polyp  removed  from  the  left  nares. 
Twelve  weeks  ago  the  left  side  of  her  face  began  to 
swell  and  she  had  a  toothache  in  the  upper  jaw.  One 
week  later  had  had  tooth  extracted.  Pain  not  relieved. 
One  month  later  had  second  operation  performed  for 
polyp  on  left  nostril,  and  at  the  same  time  noticed 
an  exophthalmia  of  the  left  eye.  Two  weeks  later  a 
third  operation  for  polyp  was  performed  on  the  left 
nostril.  The  eye  was  more  prominent  and  she  had  a 
great  deal  of  pain  in  it. 

Present  Condition. — Exophthalmia  quite  marked. 
Left  side  of  face  throughout  its  whole  extent  much 
swollen.  The  lids  of  the  eye  are  partly  closed.  Fundus 
normal.  Field  approximately  normal;  no  accurate  field 
could  be  taken.    Vision,  f  ^. 

Treatment. — Douched  the  nose  with  boric  solution. 
Morphine  twice  a  day  to  relieve  pain. 

Examination  of  the  nares  revealed  the  presence  of  a 
large  mass  in  the  region  of  the  middle  turbinate,  with  a 
large  amount  of  purulent  discharge  flowing  from  the 
nose.  The  face  near  the  nose  was  much  swollen  and 
tense  and  seemed  to  be  the  seat  of  an  abscess. 

Diagnosis  of  sarcoma  was  made  and  proved  correct 
on  histological  examination. 

November  22d. — Operation   was   made   for   the   re- 
moval of  the  mass  of  tissue  and  caseous  material  from 
the  left  nostril  by  means  of  snare  and  sharp  spoon. 
23d. — Some  decrease  of  pain  and  swelling. 
2Jtth. — Condition   poor.      Still    a    large    amount   of 
swelling  in  the  nose.    Solution  does  not  run  through. 

26tli,  Operation. — Patient  etherized.  Incision  made 
downward  and  posterior  from  the  inner  canthus  to  the 
left  of  the  median  line  from  the  cartilage  of  the  tip  of 
the  nose  to  the  nasal  bone.  Incision  corresponded  to  a 
line  drawn  from  the  lower  part  of  the  nose  to  the  seat  of 
and  below  the  eye.  The  outer  wall  of  the  antrum  was  re- 
moved and  the  antrum  curetted,  passing  well  back  into 
the  sphenoidal  cells  and  under  the  orbit.  A  large  quan- 
tity of  the  mass  removed,  friable  and  very  vascular. 
Haemorrhage  severe  at  first;  controlled  by  pressure. 
The  cavity  was  thoroughly  curetted  and  painted  with 
a  solution  of  ortho-chloro-phenol  and  then  packed  with 
iodoform  gauze. 

28t'h. — Packing  removed  from  the  cavity.  Consid- 
erable swelling  and  pain.  Douching  was  practised  for 
the  next  few  days,  l-to-3,000  bichloride. 

SOfh. — Erysipelas  set  in,  which  was  controlled  in 


Sarcoma  of  the  Nasal  Passages.  163 

two  days  by  the  use  of  solution  of  acetotartrate  of  alumi- 
num. -,,.,  , 

December  3d.—^o  improvement.  Stitches  were  re- 
moved from  the  incision,  which  had  not  healed  well  and 
exuded  considerable  pus.  The  irrigating  limd  passed 
through  the  antrum  and  out  of  the  nostrils,  iem- 
perature  normal,  or  only  slightly  above  normal. 

_^0//i —Several  days  marked  swelling  of  the  lower 
lid  which  is  gradually  increasing.  Incision  made  this 
p  M  and  a  quantity  of  foul-smelling  pus  evacuated. 
Cavity  packed  with  iodoform  gauze.  Irrigated  twice 
daily  through  the  opening  in  the  nose,  fluid  passing  out 
through  the  opening  in  the  cheek. 

j^;Z^/i._Temperature,  102.5°.  Eestless  and  complain- 
ing of  great  weakness. 

^  ;^^^/i._Temperature,  102°.  Slightly  delirious  dur- 
ing the  night.  Is  having  hypodermics  of  morphine 
regularly;  parts  douched  and  orbital  abscess  packed. 

i^i/i.— Discharge  this  morning  from  the  right  ear. 
Douched  with  hot  water.     Temperature,  101°. 

j5;/i._Temperature,     100.5°.       Feeling    somewhat 

stronger.  ^.  i        j.- 

iG^/i.— Temperature,  100.3°.    Sits  up  a  good  portion 

of  the  day.  .  ,     , 

20th. — There  has  been  no  material  change  since 
the  17th.    This  evening  discharge  from  the  left  ear. 

^^^._Discharge  from  both  ears.  Temperature  nor- 
mal. ,  ,.    , 

2J^tli.—Fov  the  past  twenty-four  hours  discharge  is 
more  profuse  from  the  antrum  and  orbit.  Erysipelas 
antitoxine  injected,  one  minim. 

gC//i.— Marked  increase  in  the  swelling  of  the  orbit 
and  discharge.     Temperature,  102°. 

28lli.—^o  special  change.  Drainage-tube  intro- 
duced well  back  into  orbit.     Increased  antitoxme  to 

two  minims.  »    ,.^     • 

5_/5f._Less  swelling  of  the  orbit.  Antitoxme  in- 
creased to  three  minims.    Slight  reaction. 

January  1,  1896.— ^o  change  in  treatment  or  con- 
dition. ^     ^  _    - 

5(^._Temperature    the    same.      Profuse    discharge 

continues. 

10th. — Temperature,  103°. 

Up  to  January  15th  the  administration  of  antitox- 
ine was  continued  daily  with  continuous  temperature 
of  about  101°,  with  an  occasional  drop  to  99°,  the  pa- 
tient getting  weaker  every  day.     Discharge  from  the 
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orbit  and  antrum  and  both  ears  recurred.  The  antrum 
filled  with  recurrence  of  the  growth  very  rapidly  until 
the  eye  was  markedly  extruded;  intense  pain  super- 
vened in  the  orbit,  in  the  occiput,  and  in  the  aural  re- 
gion of  the  right  side.  I  refused  to  make  further  oper- 
ation, and  she  was  discharged  on  the  15th  as  hopelessly 
incurable. 

On  February  26th  she  died.  No  autopsy  was  ob- 
tained, but  the  cause  of  death  given  in  the  certificate  is 
cancer  of  the  face. 

Both  the  primary  erysipelas  and  toxines  from  cul- 
tures failed  to  make  any  impression. 

Case  III. — C.  W.,  aged  sixteen  years.  January  31, 
1896.  A  year  and  a  half  ago  an  abscess  appeared  on 
the  left  temple  near  the  eye  and  discharged  for  a  long 
time.  The  right  eye  appears  to  be  pushed  forward,  but 
is  otherwise  normal.  After  the  abscess  subsided  there 
was  left  a  swelling  in  the  region  of  the  antruni,  protrud- 
ing the  cheek  and  pressing  down  into  the  mouth,  which 
has  never  been  smaller  than  at  present.  Abscess  en- 
tirely healed  six  months  ago;  since  then  no  change 
in  the  swelling  in  the  face.  There  was  an  odor  in  the 
right  nostril  apparent  to  the  patient  and  to  others. 
Some  discharge  from  the  right  nostril.  No  pain  in 
swelling,  but  there  has  been  intense  pain  in  the  tem- 
ple for  the  last  three  weeks;  before  that,  no  pain  ex- 
cept during  the  progress  of  the  abscess.  Examination 
shows  right  nostril  entirely  occluded  by  a  mass,  dense, 
red,  not  easily  bleeding,  which  pushes  the  saptum  over 
to  the  left,  so  as  to  occlude  the  left  nostril  also.  Swell- 
ing in  the  roof  of  the  mouth  destroys  the  symmetry  of 
the  arch.  The  right  eye  is  much  protruded  and  the 
right  cheek  far  beyond  the  normal  contour.  A  portion 
of  the  growth  from  the  nostril  was  removed  and  found, 
on  examination,  to  be  a  round-celled  sarcoma.  Opera- 
tion was  refused  by  the  parents.  Subsequently  the  case 
was  lost  sight  of  and  the  history  can  not  be  given. 

Case  IV. — N.  W.,  a  girl,  aged  seventeen  years, 
came  to  me  in  February,  1893,  complaining  that  her 
nose  was  stopped  up  on  the  left  side  and  had  been  for 
some  months.  She  had  some  pain  in  the  frontal  region 
on  that  side  and  over  the  bridge  of  the  nose.  There 
was  considerable  discharge  from  the  left  nostril,  without 
odor.  Her  family  history  was  good,  and  her  personal 
history  was  negative. 

On  examination,  I  found  the  sseptum  pushed  over 
to  the  right  side,  somewhat  obstructing  the  passage. 
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On  the  left  side  a  dense  tumor  was  seen,  which  filled 
the  entire  cavity  and  even  the  vestibule.  It  was  firm 
and  unyielding,  showed  no  ulcerated  surface,  and  did 
not  bleed  readily.  Posteriorly  the  mass  could  be  seen 
extending  backward  nearly  to  the  posterior  edge  of  the 
vomer.  By  means  of  a  stiff  wire  snare  a  large  mass  was 
removed,  with  profuse  but  easily  controlled  haemor- 
rhage, so  that  the  nostril  was  opened  up.  Examination 
by  microscope  showed  the  growth  to  be  a  myxosarcoma. 
On  successive  occasions  other  portions  were  removed 
by  snare  and  large  sharp  spoon  until  the  cavity  was 
clean.  It  was  then  found  tiiat  the  external  bony  wall 
of  the  nose  had  been  destroyed  by  pressure,  and  that 
the  antrum  was  exposed  entire.  Tlie  new  growth  ex- 
tended into  the  ethmoidal  cells.  These  were  thorough- 
ly curetted.  For  six  months  the  patient  did  well,  was 
free  from  all  unpleasant  symptoms,  and  there  did  not 
appear  to  be  a  recurrence  of  the  tumor.  She  was  in 
excellent  condition  and  returned  to  her  work,  that  of 
a  box-maker.  For  six  months  she  was  very  well,  and 
there  was  no  reappearance.  The  parts  looked  healthy 
and  firm.  Then  (November,  1893)  she  returned  to  the 
clinic  complaining  of  pain  in  the  neck  and  some  post- 
nasal obstruction,  which  had  begun  to  trouble  her  with- 
in three  weeks.  On  examination  the  growth  was  found 
to  have  recurred  in  the  region  of  the  sphenoid  and  to 
fill  the  nasopharynx  on  the  left  side  and  the  entire  nasal 
cavity. 

Ether  was  given,  an  incision  was  made  in  the  median 
line  of  the  nose,  and  the  left  side,  including  the  nasal 
bone,  was  laid  over  on  the  left  cheek.  The  tumor  was 
then  rapidly  and  thoroughly  excavated  by  means  of 
the  large  sharp  scoop  until  no  portion  remained.  This 
process  involved  the  merging  into  one  large  cavity  of  all 
the  sinuses  except  the  frontal  and  the  curetting  of  the 
external  walls  of  those  sinuses.  Haemorrhage  was  free 
but  short,  and  ceased  when  the  cavity  was  packed.  The 
patient  recovered  rapidly  and  in  ten  days  returned  home. 
She  remained  in  good  condition  for  a  year.  During  the 
last  tliree  or  four  months  of  that  time  she  returned  to 
her  work  in  a  damp,  unwholesome  cellar,  and  ran  down 
rapidly  in  health.  Suddenly  there  was  a  recurrence  of 
the  growth,  which  this  time  took  on  a  frightful  rapid- 
ity, and  when  I  saw  her  again  it  had  grown  to  a  large 
size,  extending  into  the  orbit,  pushing  out  the  eye  on 
the  left  side,  and  invading  the  right  orbit  also,  the 
saeptum  having  been  entirely  absorbed.    Nothing  could 
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be  done  for  her  except  to  relieve  her  sufferings  with  mor- 
phine, and  she  died  a  little  less  than  two  years  after  the 
first  operation,  of  asphyxia  from  a  prolongation  of  the 
tumor  into  the  pharynx.     No  autopsy  was  obtained. 


Paper. 

ANGEIOMA   OJ^   THE   NOSE. 

By  WILLIAM   0.  GLASGOW,  M.  D. 

Angeiomata  of  the  nose  are  very  rare,  if  we  can  be- 
lieve the  recorded  literature  on  the  subject.  In  a  paper 
read  before  this  society  in  1885  Roe  has  given  an  ex- 
tended review  of  these  tumors,  and  the  subject  has  been 
treated  by  Bosworth  and  Seller  in  their  text-books.  In 
the  greater  number  of  books  on  the  nose  no  mention  is 
made  of  them.  Roe  gives  a  record  of  thirteen  pub- 
lished cases,  but  the  critics  have  cut  this  number  to 
ten.  I  can  only  add  the  case  which  is  the  subject  of 
this  report,  and  this  is  the  only  case  of  this  kind  which 
has  come  under  my  observation  in  a  throat  practice  of 
twenty-seven  years: 

Miss  I.  H.,  aged  twenty-two  years,  a  stenographer, 
consulted  me  for  an  obstruction  of  the  nose  in  July, 
1896.  On  examination,  a  rounded  reddish  tumor  the 
size  of  a  hazelnut  could  be  seen  largely  blocking  the 
left  nostril.  The  surface  was  smooth  and  more  glazed 
than  normal  membrane.  It  was  attached  to  the  lower 
border  of  the  cartilaginous  sseptum  at  its  anterior  ex- 
tremity. The  tumor  was  quickly  removed  by  the  cold- 
wire  snare,  the  wire  being  down  as  close  as  possible  to 
the  SEeptum.  The  amount  of  haemorrhage  was  trifling 
— scarcely  half  a  drachm  in  all.  The  patient  was  told 
to  return  the  next  day  to  have  the  base  cauterized. 
I  did  not  see  her,  however,  for  five  months.  She  then 
returned,  complaining  of  some  interference  with  breath- 
ing. On  examination  a  recurrence  of  the  tumor  was 
evident,  as  it  had  grown  to  almost  its  original  size. 
It  was  again  removed  with  the  wire  snare  and  the  base 
cauterized  with  chloracetic  acid.  Since  then  there  has 
been  no  recurrence.  Interesting  points  about  the  case 
are  the  slight  loss  of  blood  following  the  quick  removal 
of  the  tumor  and  its  recurrence  five  months  later. 
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The  accompanying  drawing  and  description  of  the 
microscopical  appearance  of  the  tumor  have  been  kind- 
ly made  for  me  by  Dr.  C.  Fisch. 


if;iiPi^l^teJs:a?vi 


a,  fibrous  connective  tisHue  ;  b,  angeiomatoiis  vessels'  (blood  sinuses) ;  c,  small 
round-cell  iufiltration  ;  if,  endothelial  lining  of  blood  sinus  ;  e,  arteriole ; 
/,  platsma  cells  ;  {/,  leucocytes  ;  h,  red  blood-corijuscles. 

The  framework  of  the  timior  consists  of  fibrous 
connective  tissue  of  the  ordinary  type  with  numerous 
interspersed  connective-tissue  corpuscles  and  a  few 
plasma  cells.  The  meshes  of  this  framework  are  filled 
out  with  larger  and  smaller  dilated  blood-vessels,  which 
in  some  places  are  so  abundant  and  predominant  as  to 
reduce  the  fibrous  tissue  to  merely  separating  septa. 
The  wall  of  these  blood  sinuses  is  very  thin  and  lined 
with  a  very  distinct  layer  of  endothelial  cells;  now  and 
then  a  communication  between  two  or  more  of  these 
dilated  sinuses  can  be  demonstrated,  while  the  texture 
of  the  arterial  system  is  throughout  normal.  Only  in 
very  small  areas  an  (Edematous  condition  obtains,  the 
single  fibres  of  the  connective  tissue  being  separated  by 
mucoid  material;  here  an  approach  to  a  myxomatous 
type  can  be  noticed. 

The  whole  tumor  is  thickly  infiltrated  with  small 
round  cells  (leucocytes),  which  very  often  cluster  to- 
gether in  quite  considerable  masses,  but  no  proliferative 
products  of  the  connective-tissue  cells  could  be  seen; 
thereby  this  infiltration  proves  to  be  of  the  simple 
inflammatory  type. 

From  these  data  it  appears  that  the  tumor  belongs 
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to  the  so-called  angeio-fibromata;  angeio-myxo-fibroma 
would  be  an  adequate  designation.  From  its  structure 
it  is  closely  related  to  that  group  established  by  Kind- 
fleisch  under  the  name  of  cavernous  angeioma.  These 
tumors  are  rare  occurrences,  especially  in  the  situation 
from  which  the  one  described  was  removed. 


Paper. 

NASAL  BACTERIA  IN   HEALTH. 

By   WILLIAM   HALLOCK   PARK,   M.  D., 
AND  JONATHAN   WRIGHT,   M.  D. 

Theee  has  been  of  late  great  difference  of  opinion 
among  investigators  as  to  the  presence  and  abundance 
of  bacteria  upon  the  normal  nasal  mucous  membrane. 
Professor  B.  Fraenkel  in  1876,  in  Von  Ziemssen's 
Encyclopcedia,  in  his  article  on  acute  coryza,  wrote :  "  A 
large  number  of  those  little  structures,  recently  so  much 
spoken  of,  and  called  micrococci,  may  generally  be  seen 
also  covering  the  cells."  He  refers  to  Hueter  (1)  as 
maintaining  these  bodies  to  be  the  source  of  irritation 
in  coryza.  Herzog  (2),  in  1881,  found  many  bacilli  and 
cocci  in  normal  and  abnormal  nasal  secretions.  Eugen 
Fraenkel  (3),  on  the  other  hand,  in  1882,  stated  that 
he  could  find  no  bacteria  in  the  normal  nose.  B.  Fraen- 
kel (4),  in  1886,  found  in  the  normal  pharynx  the 
Staphylococcus  pyogenes  and  another  micrococcus,  the 
latter  being  apparently  the  same  as  found  by  Hack  and 
Strauch  (5)  in  the  retropharynx.  Lowenberg  (6)  and 
Hajek  (7)  failed  to  find  micro-organisms  at  all  constant 
or  abundant  in  normal  nasal  secretions.  Lowenberg 
(quoted  by  Thomson  and  Hewlett)  has  lately  reiterated 
his  observations  in  regard  to  the  infrequency  of  bac- 
teria in  the  nasal  mucus.  Reimann  (8),  in  1887,  de- 
scribed two  forms  as  nearly  always  found. 

Having  become  interested  in  the  subject,  one  of  us, 
in  1888  (Dr.  Wright),  examined  the  secretions  of  ten 
healthy  noses,  and  found  a  number  of  various  forms 
which  were  differentiated  by  the  bacterial  culture  meth- 
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ods  then  in  use.     The  following  is  the  tahle  of  a  sum- 
mary taken  from  the  paper  published  at  that  time: 


Staphy- 
lococcus 
pyogenes 

ail  roll  H, 

albiis, 
and 

citreu8. 

Micro- 

COCCllH 
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"       II 

"     III 

"     IV 
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X 
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1 
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1 

1 

1 

1 

V 

1 

1 

1 
1 

Total 

6 

3 

1 

1 

1              1 

3 

No  attempt  was  made  at  that  time  to  estimate  the 
number  found  in  each  case.  That,  of  course,  will  al- 
ways depend  largely  upon  the  amount  of  secretion 
obtained  for  each  culture,  and  there  was  no  accurate 
method  of  estimating  that.  The  cultures  were  all  taken 
from  well  beyond  the  vestibule.  It  is  impossible  for 
us  to  state  positively  that  all  chance  of  contamination 
while  the  platinum  loop  was  passing  through  the  vesti- 
bule was  avoided,  but  the  work  was  performed  by  one 
of  us  who  Avas  thoroughly  familiar  with  both  bacterio- 
logical and  rhinological  technique,  and  the  general  re- 
sults are  considered  to  have  been  correct.  It  will  be 
seen  that  the  Staphylococcus  pyogenes  was  the  bacterium 
most  frequently  found.  These  results  conformed  closely 
with  those  arrived  at  by  von  Besser  (9)  about  the  same 
time. 

Besides  many  non-pathogenic  forms,  he  found  the 
Diplococcus  pneumonice,  the  streptococcus,  and  Staphylo- 
coccus pyogenes.  From  the  large  numbers  of  the  differ- 
ent varieties,  he  concluded  that  they  must  have  multi- 
plied in  the  nose.  His  investigations  were  made  by 
means  both  of  cover-glass  preparations  and  of  culture 
plates  of  agar-agar.     The  cultures  were  obtained  from 
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platinum  loops  introduced  into  the  nose  at  a  depth  of 
three  or  four  centimetres.  He  examined  normal  noses 
in  thirty  laboratory  workers,  twenty-seven  persons  con- 
valescent from  various  diseases  (not  nasal),  and  twenty- 
three  soldiers,  servants,  etc.,  making  altogether  a  total 
of  eighty  cases.  Plate  cultures  in  one  case  showed  eight 
colonies,  in  five  cases  fewer  than  twenty  colonies,  in  five 
cases  between  twenty  and  thirty  colonies,  and  in  seven 
cases  between  thirty  and  a  hundred  colonies.  In  all 
the  other  cases  cultures  showed  from  a  hundred  to 
countless  colonies.  By  double  staining  with  fuchsine  and 
methyl  blue,  Thost  (11)  found  Friedliinder's  pneumo- 
coccus  in  his  own  and  other  normal  noses. 

Schubert  (12),  in  1889,  reported  the  case  of  a  person 
in  whose  nasal  chambers  there  was  an  abundant  growth 
of  a  mycelium. 

Deletti  (13),  in  1891,  examined  three  cases  with 
normal  nasal  passages,  and  found,  by  culture  methods, 
micrococci,  tetracocci,  staphylococci,  and  streptococci, 
besides  aerial  and  other  undetermined  forms. 

Weibel  (14),  in  1887,  said:  "  On  microscopic  exami- 
nation of  the  nasal  mucus  1  frequently  noticed  the  oc- 
currence of  crooked  bacteria  "  in  the  back  part  of  the 
nose. 

Paulsen  (15),  in  the  physiological  congress  at  Kiel, 
in  1890,  asserted  that  he  also,  simultaneously  with  Von 
Besser,  had  found  numerous  bacteria  in  the  healthy  nose 
beyond  the  vestibule  apparently,  but  of  different  non- 
pathogenic varieties.  He  also  examined  the  nasal  secre- 
tions in  coryza,  but  did  not  find  any  micro-organisms 
which  could  be  regarded  as  setiological. 

Strauss  (16)  has  lately  declared  that  he  has  proved 
that  the  tubercle  bacillus  is  at  least  the  occasional  in- 
habitant of  the  nasal  fossge. 

It  will  be  seen  by  the  references  above  quoted  how 
contradictory  the  testimony  is  in  regard  to  the  presence 
of  bacteria  in  the  healthy  nose.  It  is  a  common  observa- 
tion of  the  laryngologist  and  rhinologist  that  nasal  and 
pharyngeal  operation  wounds,  when  they  do  not  extend 
deeply  into  the  tissues  underlying  the  mucosa,  rarely 
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present  any  evidences  of  local  sepsis,  and  symptoms  of 
systemic  infection  are  exceedingly  rare. 

Wiirtz  and  Lermoyez  (17),  in  1893,  performed  a 
series  of  experiments  which,  if  accepted  as  free  from 
error,  lead  to  the  conclusion  that  the  nasal  mucus  in 
normal  noses  possesses  a  bactericidal  power  which  would 
account  for  the  usual  non-septic  course  of  operation 
wounds  in  the  nose,  but,  both  before  and  since  these 
experiments,  Lermoyez  (18)  has  stated  that  occasionally 
bacteria,  sometimes  pathogenic,  are  found  in  the  nose, 
and  that  precautions  must  be  taken  to  prevent  the  occur- 
rence of  sepsis  both  before  and  after  nasal  operations. 

These  authors  obtained  mucus  from  the  nose  by 
placing  in  it  little  tampons  of  sterilized  cotton,  and  al- 
lowing them  to  remain  there  until  they  became  satu- 
rated with  the  nasal  secretion.    This  colorless  fluid  was 
then  squeezed  into  test  tubes  with  aseptic  precautions, 
and  used  for  the  experiments.  We  quote  a  passage  from 
their  paper  which,  translated,  reads  as  follows:  "We 
have  used  the  mucus  thps  obtained,  sometimes  in  its 
natural  state,  sometimes  after  having  been  sterilized  by 
the  procedure  of  Tyndall.     Tyndallization  in  no  way 
changes  its  characters;  at  the  most,  it  only  renders  it 
a  little  more  fluid  and  slightly  more  alkaline.     The 
results  obtained  by  us  with  the  natural  mucus  and  the 
tyndallized  mucus  were  almost  exactly  identical.     In 
fact,  if  one  takes  care  to  reject  the  first  drops  wliich 
come  away  from  the  nose,  the  nasal  mucus  which  one 
obtains  by  excitation  of  the  healthy  pituitary  membrane 
does  not  generalhj  contain  any  microbes.    We  have  many 
times  verified  this  fact,  which  is  in  flagrant  contrast  with 
the  idea  which  ordinarily  obtains  of  the  richness  of  the 
bacterial  flora  of  the  nasal  chambers."     They  tested 
the  bactericidal  power  of  the  nasal  mucus  upon  anthrax 
bacilli,  and  sum  up  the  results  thus:  "  It  follows,  there- 
fore, from  these   experiments  that  the  human   nasal 
mucus  possesses,  as  concerns  the  Bacillus  antliracis,  con- 
siderable bactericidal   power."     This   conclusion   they 
arrived  at  by  inoculating  tubes  containing  the  nasal 
mucus  with  virulent  bouillon  cultures  of  anthrax,  and 
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placing  them  in  the  thermostat  for  periods  varying 
from  two  lioiirs  and  forty-five  minutes  to  three  weeks. 
Gelatin  plates  made  from  these  tubes  showed  no  colo- 
nies of  anthrax.  Guinea-pigs  inoculated  from  them 
remained  healthy.  All  these  experiments  were  con- 
trolled in  the  way  usual  to  bacteriological  technique. 

They  further  say:  "  In  a  series  of  analogous  experi- 
ences we  have  studied  the  bactericidal  power  of  the 
nasal  mucus  upon  other  microbes — Staphylococcus  aure- 
us. Streptococcus  pyogenes.  Bacillus  coli,  etc. — we  intend 
to  return  to  these  another  time.  At  present  we  may 
say  that  the  action  of  the  nasal  mucus  is  exerted  very 
imequally  upon  different  pathogenic  agents;  it  does  not 
seem  to  have  upon  several  of  them  bactericidal  power 
as  energetic  as  upon  the  anthrax  bacillus;  nevertheless, 
upon  all,  or  nearly  all,  its  action  is  of  a  similar  kind; 
the  intensity  only  of  its  effects  varies." 

Thomson  and  Hewlett  (19),  in  a  carefully  prepared 
paper,  record  the  results  of  their  examinations  of  the 
secretions  in  normal  noses — seventy-six  cultures  in  all 
from  beyond  the  vestibule;  of  these,  sixty-four  remained 
sterile.  Twenty-seven  examinations  were  made  of  the 
vestibule,  and  of  these  cultures  not  one  remained  sterile. 
They  say:  "  We  submit  as  a  summary  of  our  experi- 
ments: 

"  1.  That  in  all  bacterioscopic  examinations  of  the 
nasal  fossas,  in  all  researches  as  to  the  action  of  the 
nasal  mucus,  etc.,  a  clear  distinction  is  to  be  made  be- 
tween the  vestibule  of  the  nose  and  the  proper  mucous 
cavity.  The  former  is  lined  with  skin  and  is  furnished 
with  hairs  and  with  sudoriferous  and  sebaceous  glands; 
it  is  not  part  of  the  nose  cavity  proper,  but  only  leads 
to  it. 

"  2.  The  neglect  of  this  distinction  may  account 
for  the  discrepancies  in  previous  observations  on  the 
subject.  Contamination  with  the  lining  of  the  vesti- 
bule is  difficult  to  avoid,  even  when  this  source  of  error 
has  been  realized. 

"  3.  In  the  dust  and  crusts  of  mucus  and  dehris  de- 
posited among  the  vibrissse  of  healthy  subjects  micro- 
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organisms  arc  never  absent.     They  are  rarely  scanty  in 
number;  as  a  rule,  they  are  abundant. 

"  4.  On  the  Schneiderian  membrane  the  reverse  is 
the  case.  We  do  not  assert  that  micro-organisms  are 
completely  absent;  obviously  some  must  occasionally 
occur,  but  under  normal  conditions  they  are  never  plen- 
tiful; they  are  rarely  even  numerous,  and  in  more  than 
eighty  per  cent,  of  our  observations  we  have  failed  to 
find  any,  and  the  mucus  was  completely  sterile.  These 
observations  were  limited  to  the  anterior  part  of  the 
nose,  and,  as  not  more  than  a  fourth  of  the  cavity  is 
accessible  to  inspection  and  examination,  it  is  reason- 
able to  conclude  that  germs  would  be  found  still  more 
infrequently  in  the  deeper  portions  of  the  fossfe. 

"  5.  The  occurrence  of  pathogenic  organisms  must 
be  so  infrequent  that  their  presence  in  the  pituitary 
membrane  can  only  be  regarded  as  quite  exceptional." 
Subsequent  observers  who  have  written  on  the  sub- 
ject are  Fermi  and  Brettschneider  (20),  who  found  a 
large  number  of  micro-organisms  in  the  nose,  by  far  the 
most  numerous  of  which  was  the  Sarcina  alba.  Patho- 
genic forms  were  occasionally  found,  their  number 
greatly  increasing  during  a  coryza.  Piaget  (21),  on  the 
other  hand,  a  student  of  Lermoyez,  has  lately  confirmed 
the  observations  of  Thomson  and  Hewlett,  as  well  as 
those  of  Wiirtz  and  Lermoyez. 

Since  the  completion  of  much  of  our  work  we  note, 
in  a  report  of  a  meeting  of  the  South  German  Laryn- 
gologists,  at  Heidelberg,  taken  from  the  Miincliener 
medicinische  Wochenschrift,  that  Klemperer  (22)  directly 
criticises  the  results  both  of  Thomson  and  Hewlett  and 
of  Wiirtz  arid  Lermoyez,  and  states  that  the  interior  of 
the  nose  always  contains  some  germs.  We  have  not 
had  an  opportunity  of  examining  Klemperer's  paper  in 
the  original.  Apparently  he  adopted  some  of  the  pre- 
cautions of  technique  which  we  have  employed.  He 
also  failed  to  confirm  the  statements  of  Wiirtz  and 
Lermoyez  in  regard  to  the  bactericidal  power  of  the 
nasal  mucus. 

The  paper  of  Malato  {Archivio  italiano  di  otologia, 
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vol.  V,  fasc.  4,  1897)  comes  to  hand  too  late  for  careful 
perusal,  but  he  appears  to  have  found  various  bacterial 
forms  in  the  cases  he  examined,  and  among  them  several 
pathogenic  varieties  are  to  be  noted. 

The  criticism  of  Thomson  and  Hewlett  seemed  to 
point  to  a  possible  source  of  error  in  the  work  of  Dr. 
Wright.  It  is  a  matter  of  the  greatest  difficulty  in  ex- 
tracting mucus  from  the  interior  of  the  nose  to  be  sure 
that  a  hair  in  the  vestibule  has  not  contaminated  it. 
Eecognizing  this,  and  admitting  the  possibility  of  this 
source  of  error  in  the  former  investigations,  we  deter- 
mined to  go  over  the  ground  again.  Dr.  Wright  se- 
lected a  number  of  normal  noses,  carefully  trimmed 
away  the  vibrissse  in  the  vestibule  with  sterile  scissors, 
then  wiped  out  carefully  the  vestibule  and  the  external 
integument  with  a  l-to-2,000  solution  of  mercuric 
chloride,  and  made  cultures  from  the  nasal  mucosa  as 
far  back  in  the  nasal  chambers  as  possible  along  the 
inferior  and  middle  turbinated  bodies  and  the  sseptum. 
At  first  this  was  done  with  a  platinum  loop,  but  this 
was  soon  discarded  for  a  slender  steel  rod  wrapped  at 
the  end  with  absorbent  cotton,  and  sterilized,  a  number 
at  a  time,  in  a  glass  cotton-stoppered  tube.  Just  before 
using,  the  cotton  at  the  end  of  the  rod  was  passed  rapidly 
through  a  flame,  so  as  to  burn  off  all  little  projecting 
fibres  and  singe  the  surface  of  the  cotton  slightly.  The 
greatest  care  was  taken  that  on  withdrawal  from  the 
nose  the  mucus-soaked  cotton  did  not  come  in  contact 
with  the  vestibule  or  with  a  solid-bladed  speculum,  ster- 
ilized with  carbolic  acid  (1  to  20).  Any  suspicion  of 
failure  in  this  regard  caused  a  rejection  of  the  rod,  and 
a  fresh  one  was  used  for  a  second  trial.  These  swabs 
were  then  used  to  inoculate  gelatin  and  serum  tubes 
and  agar  and  serum  plates.  These  were  turned  over  to 
Dr.  Park  for  bacteriological  examination.  In  some  in- 
stances Dr.  Park  assisted  at  the  clinical  work;  in  some 
cases  he  did  it  alone;  in  others,  Dr.  Wright  did  it  alone. 
Every  effort  was  made  to  avoid  all  possible  sources  of 
error. 

Results  of  Experimental  Work. — The  secretion  from 
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the  normal  or  nearly  normal  nasal  mucosa  of  thirty-six 
individuals  was  subjected  to  bacteriological  examina- 
tion. The  amount  of  mucus  was,  as  a  rule,  very  small, 
and  was  usually  taken  from  the  lower  middle  portion 
of  the  middle  turbinated  bones. 

The  cultures  were  made  upon  agar,  and  sometimes 
also  upon  gelatin-blood-serum  and  blood-serum-agar. 

The  following  are  the  results  of  the  examinations  in 
the  thirty-six  specimens:  No  bacteria  developed  in  the 
cultures  in  six  cases;  less  than  fifty  colonies  developed 
in  eight  cases;  more  than  fifty  and  less  than  a  hundred 
in  eight  cases;  more  than  a  hundred  colonies  developed 
in  fourteen  cases;  total,  thirty-six  cases.  Apparently 
sterile,  six  cases;  not  sterile,  thirty  cases.  Of  these  six 
sterile  cases,  in  five  the  mucus  was  removed  with  a  small 
platinum  wire  loop,  and  the  amount  of  mucus  was  so 
small  as  to  form  a  partial  explanation  of  the  negative 
results. 

Two  rabbits  were  killed.  The  calvaria  and  brain 
were  rapidly  removed,  and  access  was  gained  through 
the  floor  of  the  skull,  with  antiseptic  precautions,  to  the 
nasal  cavities.  The  mucus  thus  obtained  in  both  cases 
was  found  by  cultures  to  contain  abimdant  bacteria. 

As  was  to  be  expected,  the  number  and  varieties  of 
bacteria  appearing  in  the  cultures  varied  according  to 
the  media  upon  which  they  were  planted.  As  a  rule, 
the  serum  or  serum-agar  cultures  showed  the  greatest 
number  of  colonies. 

No  attempts  to  identify  the  various  forms  of  cocci 
and  bacilli  obtained  from  the  mucus  were  made,  ex- 
cept to  search  for  streptococci.  These  were  not  found 
in  any  case.  '  This  was  in  marked  contrast  to  the  re- 
sults obtained  from  bacterial  cultures  of  the  nasal  mucus 
from  a  number  of  children  living  in  an  asylum.  In 
sixty  per  cent,  of  these  streptococci  were  found.  The 
nasal  mucous  membrane  in  none  of  these  was  quite 
normal. 

Bearing  somewhat  upon  the  bactericidal  effect 
of  the  nasal  mucus  is  the  frequent  long  persistence  of 
diphtheria  and  pseudo-diphtheria  bacilli  in  the  nostrils 
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of  those  convalescent  from  mild  forms  of  nasal  diph- 
theria. Three  of  the  specimens  of  the  thirty-six  tabu- 
lated above  (medical  students  in  attendance  on  diph- 
theria patients)  contained  these  bacilli.  An  experiment 
which  had  for  its  object  to  test  the  bactericidal  effect  of 
the  nasal  mucus  of  a  rabbit  upon  a  variety  of  bacteria 
accustomed  to  grow  in  a  rabbit's  blood  serum  led  to  in- 
teresting results.    It  was  as  follows: 

A  tiny  drop  of  a  serum-bouillon  culture  of  a  strep- 
tococcus, which  had  been  rendered  extremely  virulent 
for  rabbits  by  its  passage  through  a  large  number  of 
them,  was  dropped  into  the  nostrils  of  two  rabbits. 
One  died  on  the  second  and  one  on  the  third  day  of 
general  septicaemia.  In  these  cases  the  streptococci 
either  penetrated  through  the  nasal  mucous  membrane 
or  remained  alive  and  passed  back  into  the  pharynx, 
and  there  produced  disease.  In  neither  case  would  it 
seem  was  the  mucus  sufficiently  bactericidal  to  destroy 
the  bacteria. 

If,  as  our  experiments  hitherto  detailed  tend  to 
show,  there  is  more  or  less  constantly  to  be  found 
within  the  normal  nasal  cavities  a  growth  of  bacteria, 
the  contention  that  any  marked  bactericidal  action  is 
inherent  in  the  nasal  mucus  falls  to  the  ground.  Nev- 
ertheless, a  few  experiments  were  made  directly  as  to  this 
point. 

The  nasal  mucus  from  one  case,  after  being  ster- 
ilized at  55°  C.  for  an  hour  on  two  successive  days, 
proved  to  be  without  apparent  bactericidal  effect  upon 
diphtheria  bacilli,  pseudo-diphtheria  bacilli,  staphylo- 
cocci, streptococci,  and  a  coccus  obtained  from  the  nor- 
mal mucus. 

From  two  cases  the  nasal  mucus  obtained  on  sterile 
cotton  by  allowing  it  to  remain  for  a  time  in  the  nasal 
chambers  and  then  squeezing  it  out,  proved  to  have  no 
bactericidal  power  within  twenty-four  hours  upon  the 
same  organisms,  but  the  effect  of  both  the  sterilized  and 
the  unsterilized  mucus  on  anthrax  bacilli  was  quite 
marked.  Sterile  sheep  serum  was  found  to  have  the 
same  power. 
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While,  therefore,  our  investigations  do  not  bear  out 
the  statements  either  of  Thomson  and  Hewlett  or  of 
Wiirtz  and  Lermoyez,  it  is  doubtless  true  that  the  mucus 
from  the  healthy  nose  is  not  so  full  of  germs  as  might 
at  first  thought  be  supposed.  This  comparative  scanti- 
ness is  probably  due — 

1.  To  the  action  of  gravity.  Clear  serum  draining 
down  from  regions  in  the  nose  to  which  the  inspired 
air  does  not  have  free  access  washes  away  the  bacteria 
deposited  by  the  tidal  air. 

2.  To  the  action  of  the  cilia  supplementing  that 
of  gravity. 

3.  To  the  fact  that  the  nasal  mucus,  while  possess- 
ing little  or  no  bactericidal  power  for  most  bacteria,  is 
not  a  good  medium  for  most  bacteria  to  grow  in. 

4.  To  the  filtering  action  of  the  vibrissse  when  they 
exist.  (It  will  be  remembered  that  children  have  none 
and  women  very  few.) 

5.  To  the  fact  that  ordinarily  the  inspired  air  con- 
tains very  few  pathogenic  germs,  or,  in  other  words, 
those  germs  accustomed  to  grow  in  body  fluids. 

We  may  conclude,  therefore,  that  for  bacteria  which 
have  developed  in  the  blood  or  secretions  of  other  indi- 
viduals the  bactericidal  power  of  the  nasal  mucus  is  little 
or  nothing,  and  can  not  be  depended  upon  to  prevent 
an  infection  from  virulent  bacteria  if  they  are  carried 
into  the  nose  by  our  instruments. 
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Paper. 

SUPPLEMENTARY  NOTE   ON  A   CASE   OF   MARTIN'S  BRIDGE 
FOR   DEPRESSED   NOSE. 

By  CHARLES   H.   KNIGHT,   M.  D. 

Since  the  publication  of  my  paper  on  the  Sequelae 
of  Nasal  Syphilis  in  vol.  xviii  of  our  Transactions,  the 
patient  whose  case  was  therein  described  has  returned 
to  my  clinic  with  an  unhappy  story.  Everything  went 
smoothly  with  him  until  well  on  in  the  summer,  when 
nasal  breathing  began  to  be  impeded  by  cicatricial  con- 
traction of  the  anterior  nares.  His  condition  became  so 
uncomfortable  that  it  was  necessary,  during  my  absence, 
to  cut  away  some  of  the  cicatricial  tissue  and  insert  a 
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vulcanite  tube.  In  his  eagerness  to  keep  the  nostrils 
open  the  patient  was  in  the  habit  of  removing,  cleans- 
ing, and  replacing  the  tube  several  times  a  day,  some- 
times using  a  good  deal  of  force.  Only  a  few  weeks  of 
this  daily  disturbance  of  the  bridge,  by  violent  reinser- 
tion of  the  tube,  were  needed  to  accomplish  erosion  of 
the  skin  over  the  dorsum  of  the  nose.  When  he  reap- 
peared at  my  clinic  the  upper  end  of  the  artificial  bridge 
could  be  plainly  seen  through  a  perforation  in  the  skin. 
It  now  remains  to  remove  the  bridge  altogether  and  be 
content  with  keeping  the  nostrils  open,  or  to  try  to  re- 
tain the  bridge,  and  cover  the  skin  lesion  by  some  sort 
of  plastic  operation.  In  the  former  case  the  original 
deformity,  or  worse,  will  be  established.  In  the  latter 
case  it  may  be  advisable  to  sacrifice  the  patency  of  the 
nostrils,  for  a  time  at  least,  rather  than  take  the  risk  of 
disarranging  the  bridge  by  putting  in  a  nasal  tube.  In 
spite  of  its  failure  in  this  case,  and  at  the  risk  of  seem- 
ing to  champion  a  lost  cause,  I  still  maintain  my  con- 
fidence in  the  artificial  bridge  in  suitable  cases,  and 
would  merely  reiterate  the  conclusions  of  my  paper,  es- 
pecially emphasizing  the  importance  of  removing  all 
possibility  of  tension  and  friction  at  the  upper  end  of 
the  bridge  by  molding  it  closely  to  the  nasal  bones  and 
by  making  a  free  dissection  of  the  soft  parts.  The  un- 
usual tendency  to  cicatricial  formations  in  the  foregoing 
case  may  be  attributed  to  the  repeated  cuttings  to  which 
the  patient  was  subjected,  combined  with  a  persistence 
of  the  syphilitic  dyscrasia,  and  enforces  the  necessity  of 
postponing  surgical  interference  in  specific  cases  as  long 
as  possible,  or  until  the  disease  may  have  been  thor- 
oughly eliminated  by  treatment. 
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Presentation  of  Instruments. 

ELECTRODES   FOR   INTRANASAL  ELECTROLYSIS. 

By  Dr.   D.  BRYSON  DELAY  AN. 

Dr.  D.  Beyson  Delavan  presented  some  electrolytic 
needles  for  the  application  of  electrolysis  to  the  soft 
tissues  of  the  nose  and  the  upper  air-passages  in  gen- 
eral. The  needles  themselves  were  made  of  platinum, 
and  were  particularly  delicately  and  neatly  made.  They 
were  of  two  varieties — namely,  bipolar  and  unipolar. 
Together  with  the  needles  he  presented  a  new  coupler. 
This  consisted  in  a  small  plate  of  hard  rubber,  about 
half  an  inch  square,  less  than  a  quarter  of  an  inch  thick, 
to  which  was  attached  a  pair  of  very  fine  conducting 
wires,  and  into  which  the  needles  could  be  fastened. 
The  superiority  of  the  apparatus  consisted  in  its  light- 
ness, delicacy,  and  elegance  of  finish. 


PHARYNXTONSILLOTOME,   OR    GUILLOTINE    FOR    REMOVAL 
OF   THE   PHARYNGEAL   TONSIL. 

By  De.  J.   W.   FARLOW. 

Dr.  J.  W.  Farlovs^:  I  should  like  to  show  to  the 
society  the  instrument  known  as  Schiitz's  pharynxton- 
sillotome  (Figs.  1,  2,  3,  and  4).  It  is  passed  behind  the 
soft  palate  and  the  anterior  end  pushed  forward  to  the 
vomer.  The  thin  knife  blade,  which  should  be  sharp, 
is  then  drawn  backward  and  downward  by  the  fingers 
in  the  rings,  and  the  adenoid  growth  is  either  brought 
away  with  the  instrument  or  else  drops  into  the  throat 
and  is  expectorated.  The  time  of  the  operation  and  the 
amount  of  pain  are  reduced  to  a  minimum,  and  I  have 
thought  the  haemorrhage  less  than  with  the  Gottstein 
curette.  In  the  latter  instrument  there  is  no  counter- 
pressure  to  the  cutting  blade  and  there  is  more  pulling 
and  tearing,  and  several  cuts  are  necessary.  The  guillo- 
tine is  particularly  useful  in  cases  of  central,  pendulous 
adenoids,  but  is  not  so  well  adapted  where  the  growths 
are  spread  out  over  a  considerable  surface.  I  have  used 
it  generally  with  young  adults  and  without  angesthesia. 
It  is  not  suitable  for  all  cases,  but  seems  to  me  a  very 
valuable  addition  to  the  forceps,  curette,  etc.,  and  to 
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have  a  decided  advantage  of  its  own  in  properly  selected 
eases. 

Dr.  Mayer:  Does  it  bring  out  the  growth  with  it 
when  the  instrument  is  withdrawn? 

Dr.  Farlow:  Not  always.  The  patient  gives  a 
slight  cough  and  brings  it  out. 


Codman  &  ShurtlefE, 
Bostoa. 

Fig.  3. 


CoUiudu  &  SUurtleff, 
Bostoa. 
Fig.  4. 


Fig.  1  repret-ents  back  part  of  instrument. 

Pig.  2  represents  knife  blade  detached  and  shaft  with  ring  handles  which 

operate  blade.    The  manner  of  articulation  is  readily  seen  in  cut. 
Fig.  3  represents  front  of  instrument  with  groove  in  which  the  blade  slides. 
Pig.  4  represents  the  instrument  complete  with  knife  blade  partly  drawn. 


Dr.  Daly:  Does  it  not  leave  the  growth  partly  cut 
and  partly  uncut,  and  hanging  in  the  pharynx? 

Dr.  Farlow:  No.  If  the  knife  is  sharp  it  cuts  di- 
rectly through  the  base  of  the  growth. 

Dr.  Coolidge:  I  have  used  it  in  a  number  of  cases 
and  found  that  it  removes  the  growth  more  completely 
and  with  much  less  discomfort  and  without  more  bleed- 
ing than  the  Gottstein  curette. 

Dr.  Laxgmaid:  Are  there  several  sizes? 

Dr.  Farlow:  Yes;  there  are  two  sizes. 

Dr.  Daly:  What  is  the  price  of  the  instrument, 
and  who  are  the  makers? 
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Dr.  Farlow:  I  think  that  the  price  is  ten  dollars. 
It  is  made  by  Codman  &  Shurtleff,  of  Boston.  It  is  im- 
portant that  the  knife  should  work  smoothly;  and  be  sure 
to  get  the  blade  all  the  way  to  the  front  end  of  the 
frame  before  forcing  the  instrument  over  the  growth. 

Dr.  Mackenzie:  What  is  your  experience  as  regards 
haemorrhage? 

Dr.  Farlow:  There  is  less  haemorrhage  than  after 
using  the  Gottstein  curettes. 

Dr.  Siirpsox:  Does  the  growth  entirely  come  away 
with  this  instrument?  I  can  see  one  advantage  in  it. 
One  of  the  objections  to  the  curette  is  that  you  can 
not  see  what  you  are  cutting. 

Dr.  Farlow:  The  growth  usually  comes  away  with 
the  instrument,  but  may  remain  and  be  ejected  by  the 
patient.  In  a  recent  case  upon  which  I  operated  in 
the  presence  of  a  laryngologist  from  a  neighboring 
State,  I  thought  that  I  had  missed  the  growth  until  the 
patient  brought  out  a  large  mass  by  a  slight  cough.  The 
visitor  was  surprised  at  the  simplicity  of  the  operation, 
and  said  that  it  was  the  best  that  he  had  ever  seen. 

Dr.  Daly:  Can  you  reach  the  growths  in  the  phar- 
ynx with  this  instrument? 

Dr.  Farlow:  Yes,  without  any  difficulty. 


PHOTOGRAPHS  AND   PLASTIC   MODELS. 
By  Dr.   J.   W.   FARLOW. 

Dr.  Farlow:  I  have  here  some  photographs  of  the 
nose  and  throat  made  by  Dr.  Arthur  Hennig,  of  Konigs- 
berg,  Prussia,  who  sent  them  to  me.  They  are  photo- 
graplis  made  from  original  drawings,  and  are  consid- 
ered very  excellent. 

I  also  exhibit  some  models  for  class  demonstration 
made  by  Otto  Betz,  of  Heilbronn,  Germany,  represent- 
ing vertical  sections  of  the  head,  showing  the  turbinated 
bones  and  all  the  sinuses.  They  are  useful  not  only  for 
students  and  doctors,  but  also  for  physicians  to  have  in 
their  offices  in  order  to  explain  operations  to  patients, 
who  are  not  acquainted  with  the  appearance  of  the  in- 
side of  the  nose. 
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AN   INSTRUMENT   FOR  DILATING   STRICTURES  OF 
THE  TRACHEA. 

By   Dr.   JOHN    O.    liOE. 


This  instrument,  which  is  shown  in  the  accompany- 
ing illustration,  made  for  me  in  a  very  superior  manner 
by  Messrs.  George  Tiemann  &  Co.,  of  New  York,  con- 
sists of  two  blades  similar  to  those  of  an  ordinary  laryn- 
geal forceps,  except  that  to  the  lower  end  of  the  blade  is 
attached  a  double- jointed  dilating  portion  so  arranged 
that,  on  opening  the  blades,  the  dilating  portion  is 
opened  to  twice  or  thrice  the  extent  of  the  opening  be- 
tween the  ends  of  the  blades. 

The  instrument  is  made  of  about  the  size  of  an 
ordinary  Mackenzie  laryngeal  forceps,  with  the  extra 
dilating  portion  added.  In  using  this  instrument,  the 
dilating  portion,  closed,  is  readily  passed  down  through 
the  larynx,  when,  by  opening  the  blades,  the  dilating 
portion  is  expanded  to  the  desired  width.  The  greater 
expansion  of  the  dilating  portion  obviates  the  difficulty 
encountered  in  dilating  strictures  of  the  trachea  and  sub- 
glottic portion  by  reason  of  the  narrowness  of  the  glot- 
tis, thus  enabling  the  operator  to  dilate  the  trachea  to 


the  fullest  extent  required,  at  the  same  time  requiring 
but  a  slight  amount  of  motion  of  the  blades  of  the  instru- 
ment as  it  passes  through  the  glottis. 

The  instrument  is  so  constructed  that  the  dilating 
portion  is  expanded  on  opening  the  handles  so  as  to 
avoid  any  danger  of  rupturing  the  trachea,  which  there 
might  be  if  the  dilator  was  expanded  on  closing  the 
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handles.  In  the  latter  case  the  operator  might  acci- 
dentally use  more  pressure  than  he  intended  and  there- 
by seriously  injure  the  trachea. 

The  corners  and  joints  are  made  rounding,  so  as  to 
avoid  the  danger  of  lacerating  the  tissues,  and  so  slen- 
der as  to  pass  through  a  very  small  stricture.  If  de- 
sired, the  blades  may  be  covered  with  a  thin  soft-rubber 
hood  to  still  further  avoid  irritation  of  the  trachea. 

I  have  found  it  to  be  an  exceedingly  serviceable  in- 
strument for  dilating  subglottic  constrictions  and  tra- 
cheal strictures,  and  have  reported  a  case  of  fibrous  stric- 
ture of  the  upper  part  of  the  trachea  {Journal  of  the 
American  Medical  Association,  vol.  xxvii,  1896,  page 
727)  in  which  its  use  had  been  attended  with  complete 
success. 
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BUSINESS   MEETINGS. 

The  Nineteenth  Annual  Congress  of  the  American 
Laryngological  Association  convened  in  Washington 
on  the  4th  of  May,  1897,  in  the  assembly  room  of  the 
Cosmos  Club.  The  Association  was  called  to  order  at 
10  A.  M.  by  the  President,  Dr.  Charles  H.  Knight. 
There  were  present  during  the  sessions  the  following 
Fellows: 

Chari.es  II.   KNKiiiT,  New  York,  President. 

T.  Morris  Murray,  Washington,  First  Vice-President. 

D.  N.  Rankin,  Allegheny,  Second  Vice-President. 

Henry  L.  Swain,  New  Haven,  Secretary. 

J.  H.  Bryan,  Washington,  Librarian. 

D.  Bryson  Delavan,  New  York,  Member  of  Council. 
John  O.  Koe,  Rochester,  Member  of  Council. 

W.   H.   Daly,  Pittsburgh,  Member  of  Council. 

C.  K.  Bean,  St.  Paul. 

H.  S.   BiRKETT,  Montreal. 

J.  E.   BoYLAN,  Cincinnati. 

W.  E,  Casselberry,  Chicago. 

W.  F.  Chappell,  New  York. 

J.  Solis-Cohen,  Philadelphia. 

A.  CooLiDGE,  Jr.,  Boston. 

J.  \N.  Farlow,  Boston. 

J.  W.  Gleitsmann,  New  York. 

J.  H.   Hartman,  Baltimore. 

F.  E.  Hopkins,  Springfield. 

Thomas  Hubbard,  Toledo. 

E.  Fletcher  Ingals,  Chicago. 
Frank   L,   Ives,  New  York. 
Samuel  Johnston,  Baltimore. 

F.  I.   Knight,  Boston. 

S.  W.   Lang  MAID,  Boston. 

G.  A.   Leland,  Boston. 

J.   II.   LowMAN,  Cleveland. 
Alex.  W.  MacCoy,  Philadelphia. 
John  N.   Mackenzie,  Baltimore. 
Emil  Mayer,  New  York. 
James  E.  Newcomb,  New  York. 
J.  E.  H.  Nichols,  New  York. 
C.  C.  Rice,  New  York. 
Beverley  Robinson,  New  York. 
W.  K.  Simpson,  New  York. 
S.  O.  Van  der  Poel,  New  York. 
M.  R.   Ward,  Pittsburgh. 
Jonathan  Wright,  Jirooklyn. 
J.  E,  Logan,  Kansas  City. 
J.   P.  Clarke,  Boston. 
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After  calling  the  roll,  the  formal  proceedings  of 
the  Association  were  opened  by  the  address  of  the 
President. 

After  listening  to  the  papers  of  the  morning  the 
Association  went  into  executive  session.  By  formal  and 
unanimous  ballot  the  following  candidates,  having  been 
duly  proposed  by  the  Council,  were  elected  to  fellow- 
ship in  the  Association:  J.  Payson  Clark,  M.  C,  Bos- 
ton, Massachusetts,  proposed  by  Dr.  Coolidge  and  Dr. 
Knight.  Thesis — Nasal  Polypi.  J.  Edwin  Khodes, 
M.  D.,  Chicago,  Illinois,  proposed  by  Dr.  Ingals  and 
Dr.  Brown.  Thesis — Atrophic  Ehinitis.  Eichard 
Frothingham,  M.  D.,  New  York  city,  proposed  by  Dr. 
Delavan  and  Dr.  Swain.  Thesis — Benign  Eetropharyn- 
geal  Tumors,  with  a  report  of  cases.  James  A.  Logan, 
M.  D.,  Kansas  City,  Missouri,  proposed  by  Dr.  Knight 
and  Dr.  Swain.  Thesis — Laryngitis  Eheumatica,  with 
a  report  of  cases.  To  corresponding  fellowship:  H. 
Luc,  M.  D.,  Paris,  France,  proposed  by  Dr.  Delavan  and 
Dr.  Eoe. 

At  the  request  of  Dr.  Delavan,  the  Chairman  of  the 
Meyer  Memorial  Fund  Committee,  the  President  ap- 
pointed Dr.  James  E.  Newcomb  and  Dr.  M.  E.  Ward  to 
serve  as  a  committee  to  audit  Dr.  Delavan's  accounts  and 
report  at  the  business  meeting  of  the  last  day. 

In  connection  with  the  above  Dr.  Daly  desired  to  ex- 
press his  profound  admiration  for  Dr.  Delavan's  splendid 
efforts  in  raising  so  much  money  during  these  hard 
times,  and  asked  Dr.  Delavan  to  state  what  had  been 
done. 

Dr.  Delavan  replied  that  he  was  sorry  to  say  that 
he  feared  it  would  be  impossible  to  raise  the  full  amount 
which  had  been  allotted  to  America  to  svibscribe. 
He  was  at  that  time  sure  of  one  thousand  dollars,  and 
hoped  that  it  might  possibly  reach  fifteen  hundred  dol- 
lars, but  that  even  if  it  did  not  he  felt  quite  sure  that 
it  would  not  seriously  interfere  with  the  ultimate  com- 
pletion of  the  memorial. 

The  President  then  appointed  as  Auditing  Com- 
mittee for  the  report  of  the  Treasurer  of  the  Association, 
Dr.  D.  B.  Delavan  and  Dr.  K.  Coolidge,  Jr. 

The  election  of  a  Nominating  Committee  resulted 
in  the  choice  of  the  following:  Dr.  W.  H.  Daly,  Dr. 
C.  E.  Bean,  Dr.  D.  B.  Delavan,  Dr.  S.  W.  Langmaid, 
and  Dr.  Samuel  Johnston. 

At  the  business  meeting  of  the  second  day  the  fol- 
lowing reports  were  read  and  approved: 
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Secretary's  Report. 

Your  Secretary  takes  pleasure  in  following  our 
usual  custom  in  presenting  as  a  part  of  his  report  the 
last  volume  of  the  Transactions.  You  will  have  ob- 
served that  it  is  the  largest  in  the  history  of  the  Asso- 
ciation. 

The  active  and  corresponding  Fellows  elected  at 
the  last  meeting  have  all  accepted  and  duly  qualilied. 
During  the  year  we  have  lost  by  resignation  one  mem- 
ber, Dr.  Clinton  Wagner,  and  one  by  death,  Dr.  Charles 
M.  Shields,  of  Kichmond,  Virginia.  With  the  newly 
elected  members  Ave  now  number  sixty-nine.  There 
have  been  two  meetings  of  the  Council,  the  minutes 
of  which  will  now  be  read.* 

Treasurer's  Report,  1896-97. 

Receipts. 
Balance  from  1896  account 
Dinners    (Pittsburgh) 

Dues,    1896 

Extra  assessment,   1896  . 

Dues,  1897 

Transactions,    1879-93 
Transactions,    1895 
Transactions,  1896       .     . 


$322 

49 

190 

00 

10 

00 

300 

00 

285 

00 

35 

00 

5 

00 

17 

00 

$1,164  49 

Dishursements. 

Postage $4  50 

Dinners    (Pittsburgh)       ....     190  00 

Stenographer,    1896 90  50 

D.  Appleton  &  Co.,  Transactions, 

1895 439  30 

Printing    stamped    envelopes    and 

postals  18  15 

D.  Aiipleton  &  Co.,  Transactions, 

1896 204  55 

Printing  -programmes,     circulars, 

envelopes,    etc 48  25 

Postage  on  programmes       ...         6  00 

$1,001  25 

$1,164  49 
1,001  25 

Balance  to  credit $163  24 

D.  B.  Delavan,    ]  j^,fi{fi,ig  Committee.' 

A.    COOLIDGE,   Jll.,  \  •' 

*  As  this  report  went  to  press  the  sad  news  came  of  the  sudden 
death  f)f  Dr.  Harrison  Allen. 
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Librarian's  Report. 

The  Librarian  has  to  report  that  during  the  past 
year  four  bound  books  and  127  pamphlets  liave  been 
added  to  the  library,  making  the  total  number  of 
volumes  1,153.  Several  years  ago  a  resolution  was 
adopted  by  the  Association  requesting  the  Fellows  to 
donate  to  the  Association  instruments  devised  by  them, 
and  making  the  Librarian  their  custodian. 

Provision  has  been  made  by  Avhich  such  instruments 
could  be  placed  on  exhibition  in  the  Army  Medical 
Museum.  Your  Librarian  regrets  to  report,  however, 
that  only  two  small  instruments  have  been  donated,, 
and  he  does  not  feel  that  he  can  request  a  special 
case  for  the  safe-keeping  of  such  a  small  collection 
of  instruments.  Respectfully  submitted. 

J.  H.  Bryan,  Librarian. 

The  Committee  on  Nominations  reported  the  fol- 
lowing names  for  officers  for  1897-'98: 

President. — Thomas  R.  Feench,  Brooklyn. 

First  Vice-President. — Alexander  W.  MacCot, 
Philadelphia. 

Second  Vice-President.  —  Herbert  S.  Birkett, 
Montreal. 

Secretary  and  Treaswrer.— Henry  L.  Swain,  New 
Haven. 

Librarian. — J.   H.   Bryan,  Washington. 

Member  of  Council. — Charles  H.  Knight,  New 
York. 

The  Secretary  having  read  a  communication  from 
the  British  Medical  Association,  it  was  voted  on  motion 
by  Dr.  F.  I.  Knight  that  the  President  of  the  Associa- 
tion, Dr.  Charles  H.  Knight,  be  requested  to  attend 
the  meeting  of  the  British  Medical  Association  at  Mont- 
real, as  the  representative  of  the  American  Laryngo- 
logical Association. 

A  letter  from  the  British  Laryngological  Associa- 
tion, thanking  the  American  Association  for  their  kind 
invitation  to  meet  in  Washington,  was  referred  to  the 
Council. 

It  was  voted  to  subscribe  the  sum  of  twenty-five 
dollars  from  the  Association's  funds  and  forward  the 
same  to  the  Pasteur  Memorial  Committee. 

The  Committee  on  Legislation  against  Vivisection 
reported  progress  and  were  continued. 

Dr.  Casselberry  called  attention  to  the  action  of 
the  Association  at  a  former  meeting  which  required 
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members  exhibiting  instruments  to  present  a  duplicate 
thereof  for  preservation  in  a  special  case  to  be  pro- 
vided in  the  Army  Medical  Museum,  and  reported 
that  only  a  few  of  the  Fellows  had  complied  with  this 
rule.  As  some  of  the  models  were  expensive  the  rule 
might  be  onerous  to  some  of  those  who  exhibited  their 
instruments,  and  might  prevent  some  new  inventions 
from  being  shown.  He  moved  a  reconsideration  of  the 
rule. 

Dr.  Bryan  hoped  that  the  resolution  would  not  pre- 
vail, as  it  is  very  desirable  that  such  a  collection  of  in- 
struments should  be  made,  as  they  would  do  credit  to 
the  Association  as  well  as  to  the  individual  Fellows. 

The  President  decided  that  the  rule  of  the  Associa- 
tion was  not  obligatory  in  its  requirements. 

Dr.  Casselberry  said  that  as  his  motion  was  based 
upon  the  idea  that  the  contribution  of  instruments  was 
obligatory  he  would  therefore  withdraw  it. 

Dr.  Delavan  called  attention  to  the  fact  that  the 
next  session  would  be  the  twentieth  annual  meeting, 
and  he  considered  it  a  good  time  to  make  a  collection 
of  the  pictures  of  all  the  members  of  the  Association. 
The  last  time  he  had  collected  them  was  in  1888,  just 
ten  years  ago.  He  hoped  that  every  one  of  the  Fel- 
lows would  send  him  one  of  his  best-looking  photo- 
graphs, cabinet  size,  and  send  it  promptly,  as  it  takes 
some  time  to  group  the  pictures  and  arrange  them  for 
the  artist. 

The  President  then  read  letters  and  telegrams  of 
greeting  from  absent  members,  as  also  letters  of  regret 
from  several  of  our  invited  guests  and  Corresponding 
Fellows.  It  was  voted  that  the  Secretary  acknowledge 
the  greetings  from  absent  members,  expressing  the  re- 
gret of  the  Fellows  on  account  of  their  absence. 

The  Nominating  Committee  reported  further  that 
they  recommend  that  the  place  of  meeting  be  left  to  the 
Council  to  decide. 

In  executive  session,  on  the  third  day.  Dr.  jSTewcoml) 
reported  for  his  committee  that  they  had  audited  the 
accounts  of  Dr.  Delavan  as  Treasurer  of  the  Wilhelm 
Meyer  Memorial  Fund  and  had  found  them  correct. 

Dr.  Daly  moved  a  vote  of  thanks  to  Dr.  Delavan  for 
his  faithful  and  very  able  services,  which  was  unani- 
mously carried. 

Dr.  Delavan,  after  acknowledging  the  courtesy  of 
the  Association,  begged  them  to  continue  their  inter- 
est in  the  matter  until  the  final  accounts  were  handed 
in  and  subscriptions  closed. 
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Dr.  Mayer  moved  that  the  Secretary  be  instructed 
to  extend  to  our  fellow-member,  Dr.  A.  W.  de  Eoaldes, 
the  assurance  of  our  sincere  sympathy  with  him  in  his 
trouble  and  our  regrets  that  he  could  not  be  present 
with  us.     The  motion  was  heartily  carried. 

Taking  up  as  the  next  item  of  business  the  elec- 
tion of  olficers  for  the  ensuing  year,  the  Secretary  was 
instructed  to  cast  the  ballot  of  the  Association  for  the 
officers  as  named  in  the  list  proposed  by  the  Nominat- 
ing Committee. 

The  Secretary  read  a  telegram  from  Dr.  French 
thanking  the  Association  for  the  honor  conferred  upon 
him,  and  inviting  the  Association  to  hold  the  next  meet- 
ing in  Brooklyn. 

Dr.  Wright  having  heartily  seconded  the  invitation, 
the  Association  reconsidered  its  action  in  referring  the 
matter  to  the  Council  and  voted  to  hold  the  coming 
meeting  in  Brooklyn. 

The  President  appointed  Dr.  Roe  and  Dr.  Delavan 
to  escort  the  First- Vice-President,  Dr.  MacCoy,  to  the 
chair. 

After  a  brief  speech  by  Dr.  MacCoy,  a  vote  of 
thanks  was  extended  to  the  individual  officers  for  the 
admirable  way  in  which  provision  had  been  made  for  a 
most  successful  meeting,  and  this  was  followed  by  a 
similar  motion  expressing  to  the  Board  of  Managers  of 
the  Cosmos  Club  the  sincere  thanks  of  the  Association 
for  the  use  of  the  extremely  comfortable  and  accessible 
rooms  in  which  the  meetings  had  been  held,  and  sug- 
gesting the  hope  that  the  Association  had  so  deported 
itself  as  to  appear  deserving  of  the  same  courtesy  on 
future  occasions. 

The  votes  of  thanks  Avere  further  extended  so  as  to 
include  the  Washington  members  in  the  hearty  con- 
sideration of  the  Association,  for  they  had  contributed 
so  very  greatly  to  the  personal  comfort  and  enjoyment 
of  the  members. 

Dr.  MacCoy  then  declared  the  Nineteenth  Congress 
of  the  Association  adjourned. 
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CHARLES   M.   SHIELDS,  M.  I). 

Dr.  Charles  M.  Shields  died  at  his  home  iu  Kieh- 
mond,  Va.,  April  IG,  1897.  He  was  born  in  Rich- 
mond, January  1,  1856,  and  obtained  his  early  educa- 
tion in  the  schools  of  that  city.  His  college  course  was 
divided  between  Koanoke  College,  Virginia,  and  Kich- 
mond  College,  and  while  at  the  latter  he  directed  his 
studies  so  as  to  best  fit  him  for  the  profession  of 
pharmacist.  After  some  years  in  pursuit  of  the  latter 
calling,  he  began  his  real  life-work  by  studying  medi- 
cine, and  graduated  in  1879.  A  hospital  course  fol- 
lowed the  acquisition  of  his  diploma,  and  later  he  was 
associated  with  Dr.  Joseph  A.  White,  of  Richmond, 
with  whom  he  commenced  his  specialization  in  medi- 
cal work.  His  choice  of  the  line  into  which  to  direct 
his  best  efforts  proved  to  have  been  eminently  wise,  for, 
as  he  later  launched  out  for  himself,  he  soon  won  the 
just  recognition  which  his  earnest  and  able  efforts  de- 
served. Xot  only  did  he  succeed  in  winning  a  large 
practice,  but  his  scholarly  abilities  placed  him  high  in 
the  regard  of  his  fellows,  and,  as  a  result,  he  was 
chosen  first  as  lecturer  on  diseases  of  the  eye,  ear,  and 
throat  in  the  medical  college  of  Virginia,  and  later,  in 
1893,  he  became  professor  in  these  same  branches.  In 
the  same  year  he  was  elected  Fellow  in  the  American 
Laryngological  Association.  He  was  zealous  in  all 
good  works  in  his  profession  and  contributed  his  good- 
ly share  toward  the  literary  work  of  the  various  asso- 
ciations with  which  he  had  become  identified,  thus 
leaving  behind  him  many  evidences  of  his  patient 
study  and  careful  investigation.  While  thus  active 
and  productive  he  became  the  victim  of  that  dread 
disease,  acute  miliary  tuberculosis,  contracted,  perhaps, 
while  assiduously  attending  some  tubercular  case,  and 
he  shortly  siiccumbed  to  the  fatal  inroads  of  the  mal- 
ady.    A  widow  and  four  children  survive  him. 

His  connection  with  our  Association  had  been  but 
brief,  and  yet  he  had  won  the  respect  and  esteem  of  all 
who  had  personally  come  in  contact  with  him,  while 
his  contributions  to  the  Transactions  were  of  such  an 
order  as  to  add  greatly  to  the  value  of  the  latter  and 
to  our  regard  for  their  author.  It  was  therefore  a 
great  shock  to  one  and  all  of  us,  as  we  thought  to  meet 
him  at  our  last  gathering,  to  learn  of  his  having  so 
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suddenly  died,  aud  we  all  were  saddened  by  having 
lost  one  who  was  a  faithful  colleague,  a  hearty,  able, 
and  scholarly  co-worker,  a  genial  and  accomplished 
gentleman  and  friend,  and  our  hearts  can  but  go  out  in 
deepest  sympathy  to  his  bereaved  and  afflicted  family. 

H.  L.  S. 

HAEEISON   ALLEN,   M.  D. 

On  the  evening  of  the  14th  of  November,  while  at 
dinner.  Dr.  Harrison  Allen  complained  of  not  feeling 
well.  He  was  assisted  from  the  table  to  his  room,  and 
in  the  course  of  the  evening,  despite  every  effort  in  his 
behalf,  died  of  angina  pectoris.  His  death  seemed  all 
the  more  sudden  because  of  his  having  been  looking 
and  feeling  unusually  well  all  this  autumn,  so  that  his 
nearest  friends  could  scarcely  believe  that  the  final  sum- 
mons had  come  and  that  his  life-work  was  finished. 

Dr.  Allen  was  born  in  1841,  in  Philadelphia,  and, 
after  completing  a  course  at  the  Hancock  Grammar 
School,  entered  the  Central  High  School,  graduating 
in  1856.  Entering  the  Medical  Department  of  the 
University  of  Pennsylvania,  he  graduated  in  1861, 
spent  a  year  as  resident  physician  at  Blockley,  and  at 
the  outbreak  of  the  civil  war  entered  the  regular  army. 
From  1862  to  1865  he  was  assistant  surgeon,  and  was 
stationed  at  Washington,  ranking  as  brevet  major  in 
1865.  He  was  in  charge  of  the  Fairfax  Seminary  and 
Mount  Pleasant  Seminary  from  1863  to  1865. 

In  1865  George  A.  Wood  established  the  auxiliary 
department  of  Medicine  in  the  University,  and  Dr. 
Allen,  then  only  twenty-four  years  old,  was  called  to 
the  chair  of  comparative  anatomy  and  zoology,  his 
work  in  the  Smithsonian  Institution  having  favorably 
impressed  Mr.  Wood.  Dr.  Allen,  not  liking  army  service 
in  time  of  peace,  accepted  the  chair,  which  he  held 
until  1878.  In  that  year  he  was  offered  the  professor- 
ship of  physiology  in  the  medical  department,  teaching 
there  until  1883.  Dr.  Allen's  practice  had  gradually 
grown  to  such  a  degree  that  he  felt  compelled  to  re- 
sign, being  made  emeritus  professor  of  physiology, 
which  he  retained  until  1892. 

Upon  the  death  of  Dr.  Joseph  Leidy,  in  1891,  two 
chairs  in  the  medical  and  auxiliary  departments  were 
left  vacant.  Dr.  Allen  voluntarily  tendered  his  serv- 
ices and  offered  to  furnish  original  research  to  grad- 
uate students  in  anatomy.  He  felt  that  there  was  no 
opportunity  for  students   to   acquire   a  knowledge   of 
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anatomy  except  in  connection  with  medicine.  He  con- 
sidered anatomy  a  branch  of  science  as  pure  as  mathe- 
matics or  astronomy,  and  through  his  efforts  oppor- 
tunity was  consequently  furnished  graduate  students 
for  deeper  research,  lie  did  not  deliver  any  lecture 
in  course  nor  instruct  undergraduates.  During  this 
period  of  three  years  Dr.  Allen  made  a  rigid  study  of 
animal  locomotion,  the  results  of  which  have  been  pub- 
lished. 

General  Isaac  J.  Wister  was  then  thinking  of  estab- 
lishing an  institute  of  anatomy,  and  Dr.  Allen  accept- 
ed the  directorship.  After  holding  the  position  one 
year  he  found  it  was  too  great  an  undertaking  for  a 
busy  physician  and  resigned  in  June,  1894. 

Dr.  Allen  was  also  visiting  surgeon  of  the  Philadel- 
phia Hospital  from  1874  to  1878,  and  was  assistant  sur- 
geon of  Wills  Eye  Hospital,  18 68-' 70,  and  St.  Joseph's 
Hospital,  1870-'78.  He  was  professor  of  anatomy  at 
the  Philadelphia  Dental  College,  1866-'78. 

At  the  Columbian  Exposition  Dr.  Allen  was  one  of 
the  judges  on  anthropology.  He  was  a  member  of  the 
Academy  of  Xatural  Science ;  Xatural  History  So- 
ciety of  Boston;  Pathological  Society  of  Philadel- 
phia; Biological  Society  of  Washington;  Philadelphia 
County  Medical  Society;  American  Laryngological Asso- 
ciation; Neurological  Society  of  Philadelphia;  Histori- 
cal Society  of  Texas;  and  the  American  Association  of 
Anatomists.  He  was  also  the  correspondent  of  the 
Society  of  Xatural  Sciences,  of  Chili,  and  was  corre- 
sponding secretary  of  the  Academy  of  Xatural  Sciences 
in  1868;  vice-president  of  Pathological  Society,  1877; 
president  of  the  American  Laryngological  Association, 
1886;  president  of  the  American  Association  of  Anato- 
my from  1891-'93.  He  visited  Europe  in  1878  and 
1890  as  delegate  to  the  International  Medical  Congress 
at  Berlin. 

Dr.  Allen's  genius  was  of  no  mean  order,  but  was 
built  on  broad  lines,  which  led  him  to  show  his  versa- 
tility and  learning  by  numerous  books  and  mono- 
graphs. His  name  as  a  comparative  anatomist  had 
made  him  famous,  and  in  this  and  in  human  anatomy 
his  careful  habit  of  exact  observation  furnished  him 
with  the  knowledge  on  which  he  so  largely  drew  and 
from  which  he  could  make  the  broad  deductions  in 
writing  his  later  articles  in  the  realm  of  laryngology, 
rendering  these  latter  of  the  greatest  interest  and  of 
rare  value.     His   was   an  extremely  rare   combination 
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of  the  painstaking  scientist  and  tlie  alert  clinician. 
Consequently,  his  clinical  papers  were  rich  in  the 
suggestions  of  the  anatomist  as  well  as  most  replete 
with  the  happy  adaptation  of  remedy  to  diseased  condi- 
tions. 

To  give  a  list  of  all  his  works  would  be  neither  de- 
sirable nor  feasible,  and  especially  as  those  in  our  own 
line  of  work  are  so  familiar  to  us  all.  Some  of  his  best 
writings  are  to  be  found  by  referring  to  our  own 
Transactions,  to  which  he  was  a  most  generous  con- 
tributor. Among  his  more  strictly  anatomical  works 
might  be  mentioned  the  following:  A  Monograph  on  the 
North  American  Bats,  Outlines  of  Lectures  07i  Compara- 
tive Anatomy,  Studies  in  the  Facial  Region,  On  the  Life 
Form  in  Art,  A  System  of  Human  Anatomy,  The  Stage 
of  Development  of  the  Bat.  Anatomy  of  the  Nasal  Cham- 
hers,  and  A  Clinical  Study  of  the  Skull.  He  was  among 
the  earlier  writers  on  the  question  of  headache  as  associ- 
ated with  diseased  conditions  in  the  nose,  and  contrib- 
uted important  articles  on  almost  every  subject  connect- 
ed with  rhinology,  seeming  rather  to  be  attracted  by  the 
anatomical  possibilities  of  the  nose  and  its  accessory 
sinuses  than  by  those  of  the  larynx. 

While  his  life  had  thus  been  replete  with  so  much 
of  honest,  faithful  work  and  patient,  careful,  scientific, 
clinical  deduction,  and  he  had  become  famous  for  all 
of  this,  both  at  home  and  abroad,  he  was  by  no  means 
an  old  man.  Fifty-six  years  of  age  found  him  at  the 
zenith  of  his  powers,  and  we  had  every  reason  to  ex- 
pect many  years  more  of  labor  and  research,  which 
would  have  added  much  to  our  knowledge  and  helped 
to  make  our  work  in  our  chosen  specialty  the  more 
exact  and  hence  the  more  helpful.  To  be  thus  cut  off, 
suddenly  in  the  midst  of  life's  best  endeavors,  causes 
the  place  occupied  by  Dr.  Allen  in  the  scientific  world 
to  seem  the  more  empty,  while  to  us  of  the  Association 
who  knew  him  as  associate,  comrade,  and  friend  the 
gap  seems  so  great  as  hardly  to  be  filled  again.  Our 
Association  has  lost  one  of  its  older,  most  respected, 
and  most  learned  Fellows,  as  well  as  the  kindly  influ- 
ence of  a  broad,  genial,  cultivated  mind,  whose  absence 
from  our  deliberations  will  be  irreparably  missed.  But 
amid  our  undisguised  sorrow  comes  the  lesson  that  we 
too  may  "  make  our  lives  sublime,"  and  that  it  re- 
mains to  us  to  see  to  it  that  such  a  lifework  as  his, 
honored  as  his  has  been,  does  not  die  out  with  him, 
but  that  the  spirit  of  it  at  least  be  perpetuated  in  our 
own  lives  and  work.  H.  L.  S. 
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18Ti).  AscH,  Morris  J.,  5  West  Tliirtietli  Street,  New  York. 
1880.   Bean,  C.  E.,  Gerinania  Life  Jiuilding,  St.  Paul,  Minn. 
1893.   BiRKETT,  Herbert  S.,  123  Stanley  Street,  Montreal. 
1893.  Bliss,   Arthur   Ames,   117  South  Twentieth  Street, 

Philadelphia,  Pa. 
1878.  BoswoRTH,  Francke  IL,  26  West  Forty-sixth  Street, 
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